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Unique Conveniences for the Surgeon 


AFE, rapid, quiet positioning of ra cavity...these are the important con- 

patient; proper exposure of the op- tributions to major surgery of this in- 
erative field; unlimited directional pro- teresting ensemble--the Scanlan-Balfour 
jection of penetrating white light onto the oper- table and the Operay Multibeam ““Twelve-Beam- 
ating area and into the depths of the surgical Plus.” Write for complete information. 
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Associated Firms “The White Line” Branches 


Operay Laboratories, Inc. Chicago: 58 E. Washington Street 
Surgical Lights HOSPITAL FURNITURE St. Louis: 3718 Washington Blvd. 


Scanlan Laboratories, Inc. 


Surgical Sutures STERILIZING APPARATUS New York: 23-5 E. 26th Street 





EXPERIENCE 


BACK of D&G sutures is a fund of 
experience accumulated through a quarter 
century of specialization in one thing. 


@ Experience gained in the production 
of over two hundred million sutures used 


in some thirty-five million operations. 


@ Experience gained through a program 
of research begun with the inception of our 
business, and expanded through the years. 


@ Experience which has come to us 
through intimate association with the pro- 
fession during this era of great surgical 
advance. 


THE benefits of this experience are in- 
grained in every suture we produce. They 
are as indispensable to the uniformity and 
high standards of our products as any ot 
their more material properties. 
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VPP. ame inciston 


HEN your surgeons step into the operating room after scrub- 

bing up with Germa-Medica Liquid Surgical Soap, their hands 
are surgically clean and ready. They can operate with confidence, WIM the Levernier Portable 
knowing that chances of infection, from this source, are indeed slim. ous mar toe, 
For Germa-Medica—43% concentrated—assures a cleanliness that is inten Gcheteun The, 


. : : ‘ i can be moved where de- 
not to be obtained from ordinary medicated soaps. It is thoroughly aiel. . aon Comiane ker 
antiseptic and highly efficient in its action. The penetrating de- foot pressure, dispense 

= ‘ just the right amount of 
tergent lather flushes out bacteria, secreted substances, and dead soap. Bowl, pump, tubes, 


tissue, yet, due to its olive oil content, it never irritates the skin. are easily sterilized. 
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Germa-Medica meets every requirement of modern surgical technique. ra Pi ysis seid la 


Today, it is used in 4 out of every 5 hospitals—proof of its de- re 
pendability, economy and thorough cleansing action in the scrub up. 
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Ir Is no mere coincidence that for over 
eighty years Squibb Ether has been recog- 
nized for its purity, safety, and efficacy—nor 
that today it is used in over eighty per cent of 
American Hospitals in millions of cases 


every year. 


Dr. E. R. Squibb pioneered in the produc- 


tion of anesthetic ether by originating the 
continuous distillation process soon after the 
first use of ether in anesthesia. Today the 
House that bears his name maintains the 


tradition of excellence he established. 


The Squibb Laboratories use automatic 
control at every step in the manufacture of 
Squibb Ether, ensuring great uniformity in 
the finished product. A patented copper- 
lined container protects its purity and efh- 
cacy indefinitely. 

Squibb Ether is used by surgeons and anes- 
thetists the world over with confidence, 
safety and satisfaction. 

Other Squibb Anesthetic Agents— 
Procaine Hydrochloride Crystals, Ether-Oil 


for Obstetrical Analgesia, Chloroform. 


E. R. SQUIBB & SONS, Anesthetic Dept., 
Squibb Building, New York 


Please send me a copy of your illustrated 
booklet, “A Suggested Technique for Ether 
Administration.” 
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Hospital Intangibles 


JOSEPH C. DOANE, M.D. 
Medical Director, Jewish Hospital, Philadelphia 


oe TANGIBLE IS FREQUENTLY but the evi- 
dence of the existence of the intangible. Hospitals, 
we are told, represent an investment of some three 
billion dollars. They admit three-quarters of a million 
patients annually ; buildings are extending at a great 
rate, even at this stage of our economic status; 
hundreds of thousands of children are born an- 
nually in hospitals; hospitals are gaining or losing 
in their conduct; all those things are intangibles. 
Hospital buildings, bricks, mortar, stone, stately 
edifices and good equipment, fine physical ‘accom- 
modations, but these are still tangibles. The ex- 
istence of physical properties, the existence of 
splendid equipment, the existence of all those things 
we yearn for in the conduct of hospitals are but 
the merest beginning toward a successful institu- 
tion, and that without a certain something which 
I have chosen to call the intangibles in hospital 
work, we are bound to fail. 


Success in Hospital Work 


The opinion of people generally varies as to what 
constitutes success in hospital work. We have no 
balance sheet of product as against its cost. We 
have no way of drawing financial conclusions as 
to whether we are progressing or whether we are 
retrograding. There are some who believe that 

An address before the Administration Section, American 


Hospital Association, at the Cleveland Convention, Septem- 
ber 30, 1936. 
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a balanced budget at the end of the year is some- 
thing of which to be very proud. There are some 
who conclude that the hospital’s operation for the 
year has been a success if black has replaced red 
on that sheet. Now let us see, for a moment, 
whether a balanced or unbalanced budget is in any 
way a yardstick by which we can measure success. 


I think the time has gone by when hospitals 
may point with pleasure to the fact and with sat- 
isfaction to the fact that the hospital had a large 
deficit. There are those who believe that unless 
we have a deficit we are not a good hospital. That, 
however, may or may not be a commendable ac- 
complishment. If your community demands service 
which you give beyond your means, then I think 
an unbalanced budget my be permissible. Still, 
the superintendent of today who takes for granted 
that, at the start, he is going to lose money and 
recklessly spends his money, is using a wrong yard- 
stick of success. So an unbalanced budget alone 
is no criterion of success or failure; neither is a 
balanced budget; neither is a failure to lose money. 
A hospital can be most inefficient, it can be an 
absolute failure sociologically and_ scientifically, 
even though its budget is balanced, and when we 
come to the point of patting ourselves on the back 
administratively, because we lost no money dur- 
ing the past. year, we'd better be absolutely cer- 
tain that we have met the needs of the community 
and that we have not been string saving; that we 








have not been penny wise and pound foolish; that 
we have not had our eyes so glued on the figures 
‘in the front office that we have forgotten what 
is going on in the ward farthest distant. So neither 
a balanced budget nor an unbalanced budget in 
any way proves to the world or to ourselves that 
we have been successful in the conduct of our 
work. Being kind to people, being thoughtful of 
their needs, visiting them daily, performing the 
fine, nice little acts which you and I take so much 
pleasure in doing, does not always spell success 
in hospital work. This thing which we call the 
intangible is something that one senses rather than 
sees. 


One Can Sense the “Atmosphere” in an 
Institution 


You visit my institution, and somehow in 
the course of that ward walk, a sixth or seventh 
sense tells you that things are right or that they 
are wrong in the institution. I may attempt to 


divert your attention to some splendid new floor 
idea or some idea of advanced efficiency, but if 
you are a keen observer you will note my attitude 
to people as I pass them, you will note the attitude 
of the patients to me, you will particularly note 
the attitude of the staff toward me as I meet them 
in the halls. You will particularly sense that there 


is something that is right or wrong about that in- 
stitution. What that is, you and I may not be 
able to put our finger upon; we may not be able 
to tell, but there is something in the air that tells 
you that the morale is high or is low, and that some- 
thing to a trained hospital administrator suggests 
to him that he search farther for the reason. The 
administrator of a hospital, and we have talked 
much about his training, must know a great deal 
about that subject which is called psychology of 
patient and relatives. 


Those of us who do not know that sick people 
are curious persons, that sickness plus personal- 
ity equals an X quantity that behaves curiously, 
those of us who fail to remember that the psy- 
chology of relatives is a curious and very diffi- 
cult subject, those of us who fail to provide proper 
retiring rooms at the time of the death of a pa- 
tient, those of us who fail to remember that the 
stress and strain of a long illness followed by the 
death of that patient works terrific havoc on the 
nervous systems of relatives and who fail to provide 
those little niceties at the critical hour, know very 
little about that subject called relative psychology. 


The Administrator's Attitude 


The administrator himself, whatever his general 


attitude, what does he radiate as he makes his 
rounds? Does he radiate a dignity, a profession- 
alism, a kindliness, or has he developed an atmos- 
phere of hauteur, an atmosphere of “The king 
can do no wrong,’ an atmosphere which is the 
opposite of too great familiarity with those 
whom he controls? I made the rounds one time 
with an individual who smoked his pipe all the 
time as we passed about the hospital. I made the 
rounds with another who called the pupil nurses 
by their first names as he met them in the eleva- 
tor. I made the rounds with another who did not 
deign to recognize the members of his staff as 
he met them in the hall. Those are extremes which 
exemplify that if hospital administration is to be- 
come a profession, its representatives must be pro- 
fessional; a dignity, a semi-reserve, a gracious- 
ness at the proper time, courtesy—those are some 
of the attributes that make a profession and make 
its members professional. 


Graciousness 


I like to think of the word graciousness as rep- 
resenting not subserviency, not maudlin sympathy, 
not exemplified by calling the children in the chil- 
dren’s wards kiddies and using baby talk, not shocked 
by any temperamental outburst on the part of patients 
or others; graciousness, to me, spells professional- 
ism; it spells ladylike and gentlemanlike behavior. 
T. B. Aldrich said something to this effect; he de- 
scribed a person as being gracious to all, to none 
subservient ; and without offense he spoke the word 
he meant. 


There is sometimes an intangible quality about 
a hospital administrator which suggests that he 
is subservient to his board, he is a yes-man or a 
yes-woman and he fears for the permanency of his 
office. He has no opinion of his own which he dare 
substantiate before that of his board. He is fear- 
ful lest he give offense, and hence he becomes sub- 
servient, he works for his board and not with his 
board. That type of attitude does not lead to per- 
manency in office. On the other hand, I think a 
board of trustees looks upon its administrator as a 
specialist in the same degree as his bearing radi- 
ates a special knowledge, and if he becomes but 
the secretary, errand boy or yes-man of the board, 
he is much less likely, I believe, to be permanent in 
his job. 


I know of no reason why this graciousness should 
not extend to all those with whom the superintend- 
ent comes in contact, to the salesman who is too 
pressing in his demands, to the man who insists 
that he has something new. He is most trying, most 
difficult to handle, and still graciousness demands 
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that you give him a hearing and that you permit him 
to go his way either with a frank opinion of your 
own or a promise to look further into his product. 


Graciousness toward all department heads—it 
seems to me there is no place for raised voices 
and angry words and discourtesy and verbal com- 
bat in the superintendent’s office. The superin- 
tendent’s attitude, it strikes me, should be a ju- 
dicial one; he is a splendid listener, he expresses 
his opinion in words which are well chosen but 
which never approach the sarcastic and which never 
give offense. Graciousness I commend to you. 


Adaptability 


Then there is such a thing which is tangible, 
which may be called adaptability. Adaptability— 
an old philosopher once said that some person 
was capable of adapting himself to place and time 
and person and of playing his part appropriately 
under whatever circumstances; and that is some 
job; to adapt one’s self to place and to time. Are 
we adapting ourselves to the changing period of 
the times? Are we providing physical accommo- 
dations as needed? Are we adapting ourselves to 
new ways of thinking? Are we discourteous and 
curt to people who start out by saying, when set- 
tling their bills or objecting to their bills, “Well, 
as things are now?” “You know how things are 
now.” You have heard that, every one of you, 
every day of your life for the past five years. 
Adaptability to the person’s physical and financial 
state. 


Discipline 


Discipline is something that one senses and never 
sees. He sees the product of good discipline but he 
is unable to evaluate the methods by which it is 
brought about. Discipline may be of various types; it 
may be an automatic, military-like discipline. I have 
seen hospital in which the administrator was of such 
stern mien that, throughout his institution, when a 
call came that the superintendent wished to see some- 
body, his office was approached with quaking knees 
and quivering voices for fear of the dire things that 
might happen once that threshold was passed 
which led to the holy of holies. That sort of dis- 
cipline, that discipline by fear, is not a good exam- 
ple of the most effective type of control. Dis- 
cipline does not need to be of the type which strikes 
fear in an employe’s heart, a department head’s 
heart, when the telephone summons that person 
to the superintendent’s office. 


Discipline can be a cooperative affair, it can’ be 
an affair in which the head of the firm discusses 
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with his department heads matters which concern 
all. It can be a purely gentlemanlike and ladylike 
conversation; in personal dealing in principles 
and not personalities; discipline, if effective, is one 
of the most forceful agents in elevating morale. 


The superintendent sometimes finds himself 
unable to sit still in his or her seat and allow the 
details of an event to be developed. The judge 
on the bench rarely breaks in in the course of a 
narration, no matter how false the statements are 
that are made. The superintendent, it seems to me, 
should adopt a judicial attitude in hearing the story. 
You have experienced that feeling of saying, “Now 
hold on here, that is not true.” But if the story 
develops, if the person is able to tell his or her 
story, then there comes a time when the superin- 
tendent, impersonally fair, judicial, asks questions 
or renders a decision. Good rules, carefully worked 
out procedures—the most terrific revolutions that 
have occurred in hospitals have been brought about 
by misunderstandings, because nobody had told any- 
body else of an agreed method of procedure. I 
have been called, disagreeably so, to sit as an impar- 
tial judge in some of the most terrific institutional 
battles, and usually it has come to a point that all 
were well meaning persons, well trained, anxious to 
do what they could, but there were no well recognized 
rules of procedure and the first step consisted in 
getting those rules, and then things went along 
splendidly. 


Have you ever driven a horse? Do you know 
what happens when you snap your whip contin- 
uously, when you punish the horse for stopping 
long enough to forcefully remove a fly? Nagging 
—nagging a horse breaks down its morale; nag- 
ging hospital people breaks down their morale. To 
see everything that goes on and to immediately 
criticise and correct, it seems to me is a wrong 
type of procedure; you have to forget things that 
happen, you have to place for future reference in 
a pigeonhole back here, things that happened until 
something happens that makes it worth while to 
apply your discipline. Nagging department heads is 
the surest way to break their morale. Nagging is not 
a good form of discipline. There are one or two more 
qualities and then I am through. 


Humility 


One is the quality of administrative humility. 
W. S. Gilbert said, “You have no idea what opin- 
ion I have of myself and how little I deserve it,” 
meaning that he had a particularly low opinion of 
himself but he did not deserve it. Humility in the 
presence of life and death, humility as to the in- 








effectiveness of the practices in your hospital and 
mine, humility from the standpoint of remember- 
ing that failures are succeeded by successes and 
successes by failures, that today may seem pro- 
pitious, tomorrow may seem stormy, humility in 
all those who deal with the secrets of diseases and 
death, is a most laudable and reasonable virtue. 
And then there is another intangible which may 
be called fairness. 


Fairness 


Fairness, if your hospital believes you to be un- 
alterably fair in your decisions, if they believe that 
nothing is in your desk drawer or under the table, 
if they believe that all the facts are on top of the 
table, if they believe that you are not detective- 
minded, that they need not expect to find you at 
the dead hours of the night with gum shoes on try- 
ing to catch somebody at something, if they be- 
lieve that when you look a person in the face and 
say this or the other, be it an incrimination or a 
congratulation, that you are fair, that you are not 
politically minded, that you deal in the truths of 
life and not the subterfuges, you have gone a long 
way toward bringing about a good hospital morale. 


The hospital is not a beggar on the street cor- 
ner, the ethics of conducting a hospital does not 
place the superintendent of that hospital solicit- 
ing alms. We have an honorable place in our 
community. We should not degrade ourselves to a 
point of, through sheer sympathy, bringing about 
contributions. 


There are one or two things about fairness 
that I would just like to read. “Demanding 
donations under the threat of cutting off busi- 


ness, unethical, unfair talking of business and tell- 
ing the competitor of another’s bid, unfair, un- 
ethical; secretly cutting rates, unfair and unethical; 
taking presents from any one of your houses that 
supply you with goods, a difficult thing not to do 
and in so doing not to offend, but you are giving 
hostages the minute you take anything; unwise, if 
not unethical. Strictest honesty in all published 
hospital reports; if you are seeking a high post 
mortem standard and do not include your private 
patients in figuring it, say so in your report. If some 
other statistical statement goes out in your report 
which is not laudatory, face the music, don’t shade it. 
Honesty in reports, honesty in statements is a wise 
policy. Advertising or recommending for the consid- 
eration of others articles which you use in your hos- 
pital is hardly ethical. Concealing the results of re- 
search which you have carried out in your hos- 
pital is unwise and unfair. And finally, there must 
exist in the superintendent’s mind an eternal dis- 
satisfaction with the science and with the physical 
accomplishments of the hospital, an eternal dissat- 
isfaction which is the spark that stimulates progress.” 


Provincialism in which you and I are convinced 
that we have the last word in hospital management, 
is a trait which, like the emanations from the pop- 
pies before the bier of Morpheus, lulled to sleep 
and not to accomplishment. Eternal dissatisfaction 
in the minds of your staff and the determination to 
seek betterment, eternal dissatisfaction with your own 
education, with your own accomplishments, eternal 
dissatisfaction with the type of service which you 
are giving to your community, if you become and 
continually remain dissatisfied, dissatisfied with 
what you are doing, therein enters the first step in 
betterment in work. 








Your Cooperation 
Complete 


The Advisory Committee on Accounting of the 
Council of the American Hospital Association 
wishes to prepare and maintain a list of the institu- 
tions which have based their classifications of ac- 
counts upon the official manual, Hospital Accounting 
and Statistics. The editor of Hospitals requests 
the administrators of such institutions to write the 
American Hospital Association giving the name of 
the hospital, the date on which the present accounting 
system was established, and the name of the person 
in charge of the accounting department. The names 
of the institutions and chief accountants will be 
printed from time to time in the various issues of 


Requested—Help 
This List 


the magazine, and the entire list will be available to 
other administrators who may be contemplating 
similar action. 

The accounting manual of the American Hospital 
Association has been adopted as the official standard 
by several agencies which collect financial data on a 
community or state-wide basis, including the Cleve- 
land Hospital Council, the New Jersey Department 
of Institutions and Agencies, the New York Depart- 
ment of Social Welfare, and the Duke Endowment 
of North and South Carolina. 

Please write the editor of Hospitals if you are 
using the accounting manual at the present time. 
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The Social Services 


DOROTHY KETCHAM 


Director, Social Service Department, University Hospital, Ann Arbor, Michigan 


L SEEMS MORE EFFECTIVE SOMETIMES to ap- 
proach an institution or problem through the eyes of 
the individual affected rather than through the set-up 
or community functions designated or delegated. 
Thus a school, as the child sees it or as it affects him, 
is even more important than the style of architec- 
ture, color of bricks, or size, which may in them- 
selves become critical issues. The philosopher asks 
how does it work, what is its use? This is a real 
test, not however an exclusive one, any more than the 
monetary or credit test is final. 


The Hospital and the Social Order 


A hospital is as you know a place where facilities 
are available for the care of the sick, encouraged, 
and esteemed by the community for the service given, 
exempt from some obligations, and rigidly scruti- 
nized in others. A community institutione becomes 
effective, however, only through the human instru- 
mentalities known often-as public servants or per- 
sonnel. An institution, organization, or corporation 
is a group of individuals working together for similar 
and diverging objectives, sometimes impinging only 
at random points, often interdependent, to a remark- 
able degree. 


It is important as individuals that we know some- 
thing of our mutual parts, for exchange must be 
fostered and incident to knowledge. Ignorance, self- 
ishness, conflict, and antagonisms are usually inci- 
dental to limited vision and lack of knowledge, while 
the broader service to patients requires of you and 
of me understanding, interest, willingness to serve 
and exchange, honesty and integrity on a basis of 
public interest and welfare with which there is no 
capitulation, adjustment to change and positive con- 
tribution for the community well-being in each sit- 
uation we touch. Just so far as the individual offers 
or extends service to others is he responsible legally 
for that service, for the community is rather inter- 
ested in the protection and responsibility of the indi- 
vidual—the liability for tort which means only that 
we are responsible as individuals for injury to others. 


In general terms the University Hospital was es- 
tablished in 1876 to make available clinical teaching 
facilities for medical students. Teaching facilities 
serve not only the student who reviews or studies the 
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situation, but he who instructs and he who profits 
by or is the recipient of the analysis, that is, the pa- 
tient whose disease may be identified, outlined for 
treatment, operated or observed. There is here a 
mutual interchange which must be clear, namely that 
all are involved, all affected at every step. As facili- 
ties for care become available, particularly when that 
care is free or skilled, many, many persons seek re- 
lief from discomfort, disease, disability, deformity, 
etc. In fifty years we have become increasingly sen- 
sitive to matters of health, both individual and com- 
munity for the sickness of one may affect not only 
the family group, but a wider company of individuals 
even an entire community. 


A study has been made of the progress during 
the first thirty years of this century, 1900-1930, 
analyzing changes in life and living as it relates to 
participants—the radio, the telephone, electric lights, 
sewers, streets, housing, clothing, foods, automobiles, 
wars, health, and host of other topics. The Univer- 
sity Hospital has stood during these intervening 
years of change and conflict for the extension of 
adequate medical care to patients and clinical teach- 


.ing facilities for medical and other students as well. 


Private gift, public appropriation, statute, and con- 
stitutional authority have contributed to this se- 
quence of events not to omit reference to the patient 
group which has come from and gone to even the 
remote parts of the earth in the pursuit of their 
interests. 


During the year there are now perhaps 30,000 per- 
sons registered for care—20,000 admitted to the 
house for treatment and at any time 1200 to 1500 
on the payroll of the institution giving service, pro- 
fessional or otherwise to the group. There is no 
field in which issues, values, and methods are more 
controversial today than in the field of medical care, 
but there are some basic considerations which must 
be familiar to us, nor have we the time here to trace 
the historical interstices and implications thereof. 


The individual is looked upon as an entity, as a 
member of a group, family, or community. What 
impinges upon him in any way may be very impor- 
tant. A child is just another young one until he is 
injured, or lost, or starving; then circumstances may 
fling him and his family into prominence undreamed 











of previously. Respect for the individual, adult or 
child, is a very important part of our form of gov- 
ernment conceded, respected, recognized and jeal- 
ously safeguarded or protected by many groups. 


The Hospital and the State 


Just as the individual is a part of the small and 
larger groups, so the larger group, the state, the 
community, the hospital rests upon and is effective 
through the smaller units to and with the individual. 
The state or group can do no more than the partici- 
pating members want, will, support, and can do; the 
individual conversely can do no more than the group 
or state will concede or permit. 


How does this affect us as individuals? Some 
feel that the period of rugged individualism, com- 
petition, and conflict in some respects is being re- 
placed or succeeded by wider exchange on many 
levels of life. While the government defends, it de- 
’ fends in war and peace; protects in life and death, 
sickness and health; youth and adulthood; men and 
women, etc. It is very significant for the citizen of 
the modern state to consider how many things come 
to him through the medium of the government ; pro- 
tection against invasion; police, fire, access to edu- 
cation ; health, livelihood, employment, etc. 


The functions of the government through genera- 
tions have expanded and deepened and recently the 
caritative functions evidenced in the field of relief, 
sickness, health, unemployment, etc., have been not 
only recognized, but drawn from the generous gift 
of private individuals to a right or service demanded 
by many; financed not by the few as’a generous ges- 
ture to save one’s soul, express one’s largeness or 
power, but financed as a part of the governmental 
program by all and for all. I cannot pass by the re- 
port of Dr. Harold Butler, director of the I. L. O. 


in 1936, as a most significant clarifying document - 


wherein social justice is seen as prerequisite or basic 
to peace among nations and individuals. Our ideas 
of social justice change from generation to genera- 
tion. “There is nothing to prevent the general stand- 
ards and amenities of human life being improved 
out of all previous imagination. .. . There is no 
country which is yet within sight of decent and suf- 
ficient housing for its whole population in spite of 
the efforts already made. . . . If health is impossi- 
ble under bad housing conditions, it is even more 
unattainable without adequate food. . . . There are 
millions of people in every continent whose wages 
are inadequate to furnish them and their children 
with sufficient food of the right kind. Even if they 
can procure enough to satisfy hunger, which is far 
from being universally the case, they are not pro- 
tected against the ravages caused by wrong feeding.” 


Feeding, like housing, may in the course of years 
be regarded as a public service with necessary food- 
stuffs available for the slenderest purse. At the 
Santiago Conference the Chilean delegation sug- 
gested that maximum prices be fixed for milk, meat, 
and bread. Experience in price fixing unrelated to 
costs has not been happy but the Brookings Institu- 
tion recommends not higher wages, but lower prices 
for essentials. What is essential becomes a matter 
for definition because some may find great distinc- 
tion in acquisitive interest or the vicarious display of 
possession which denies to the other. 


Medical Care as a Function of Government 


Medical care is recognized now as a defensible 
function of the government. Originally such care 
was allowed through the gifts of wealthy or generous 
individuals as in the establishment of hospitals or 
the work ef individuals without remuneration on the 
basis of need and available facilities. People have 
been cared for in their homes by friends and families 
generously and effectively for generations. Special 
groups sometimes by pressure methods received at- 
tention from the government or recognized groups. 
The great Guilds of the Middle Ages were the source 
of protection, care and opportunity for many. Then 
we see in the field of public welfare cognizance taken 
of those who cannot maintain themselves with an 
identification of groups; the insane, defective, de- 
pendent, deformed, children; aged, blind, etc., re- 
ceiving maintenance, occasional help and finally pro- 
tection and care as in the Social Security Act today. 


Legislation for Child Health 


The State of Michigan has repeated some of this 
history. Following the establishment of opportunity 
for medical care it became necessary to provide fa- 
cilities, then for the use of those facilities. Govern- 
ment seeds have not been distributed free for thirteen 
years, but there are still hundreds of requests. 


Michigan was one of the first states to provide the 
specialized medical care of persons in state institu- 
tions and wards in the schools for the deaf, blind, 
feeble-minded, etc. In 1897 care was provided for 
those with congenital deformities. Superintendents 
of the Poor were permitted to give medical care to 
the indigent (do not forget that any allocation to the 
so-called poor is rigidly scrutinized, and often dis- 
allowed as unnecessary). In 1913 we find Act 274 as 
one of the fine pieces of Legislation for child health 
and development passed into public enactment 
wherein “any child who was in need of medical and 
surgical care, whose condition would be benefited 
thereby and whose parents were unable to pay for 
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the same,” an order of the Judge of Probate of the 
county in which the child was found, could be sent to 
the University Hospital for such care, the expense to 
be borne by the State—Kansas in 1911; Iowa, 1913; 
Oregon, Wisconsin, Indiana and other states have 
since adopted similar legislation. The Michigan Act 


of 1915, No. 267, applied to adults whose expense . 


of care was to be and is borne by the county of resi- 
dence. In 1927 Act 236 introduced special legisla- 
tion for crippled children. A number of amend- 
ments have been added to these enactments unifying 
administration, eliminating transportation at state 
expense ; requiring reports, etc. For the adult care 
may be possible through additional legislation such 
as relates to the care of indigent persons, Workmen’s 
Compensation, etc. 


The University Hospital owned and operated by 
the State and for the State, whose every act and 
decision is subjected to the most careful scrutiny 
and from whom fairness in service, performance, 
charge, and function is required, is in some respects 
a public utility for those seeking medical care. 


Sickness as a Universal Phenomenon 


Sickness, however, is no respecter of the ex- 
chequer for those who can pay and those who can- 
not pay are found in the same category and institu- 
tion. Sickness is in itself an almost universal phe- 
nomenon, acute, or chronic in character, affecting 
each one of us at intervals or continuously, directly 
or indirectly. It is a most frequent concomitant of 
poverty and the handmaiden of dependency. What 
differentiates the sick person from the well person? 
How many points of similarity and difference can 
you identify? Not all who are sick are in hospitals, 
not all in hospitals are sick. 


Those patients whom we see in the University 
Hospital are a highly selected group. Sometimes 
the patient comes for the identification of an ob- 
scure or peculiarly difficult disorder, for special oper- 
ative work or consultation, because local facilities are 
not available and for many reasons too numerous to 
identify here. 


Hospitalization may or may not be an end or ob- 
jective in itself; usually it is a treatment tool that 
is a means used to study, identify, control and treat 
the disorder, the individual being incidental. It may 
be a brief period or longer in duration. Recently I 
was asked about the family and environmental fac- 
tors in the life of a child of fourteen months who 
was born in a hospital and has spent fourteen months 
of life in the same surroundings. Sometimes hos- 
pitalization or its equivalent may extend through 
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months and years in which event it may become 
really a way of life. However, the people we see in 
the hospital are those we see in the community. 
Usually the period of illness or hospitalization is 
but an interim in the life span affecting positively 
or negatively the individual. 


What does this interim of care mean to or do for 
the patient, both in the consideration of the disorder 
and the individual who has the disorder? We all 
learn from the circumstances through which we pass 
positive and negative values, so too the patient in 
his experience of illness comes to learn many new 
values and ways of life beyond his understanding 
heretofore. 


There are groups of patients particularly who seek 
hospital service for care in illness. The American 
College of Surgeons has shown that sixty per cent of 
the patients come to hospitals for surgery, obscure 
disorders needing identification and treatment, ob- 
stetrical care, etc. The hospital is a community in- 
vestment where many seek care, feeling that they 
have contributed to and own a part thereof. 


The Home and the Hospital 


At home the patient can do about what he wants 
to do within many limits, in a larger unit he does 
what others do or what he is told to do. He drinks 
the fluid assigned in kind and quantity. He may 
have to ask in either place for assistance or atten- 
tion. 


The modern hospital has developed many special 
lines of activity to facilitate problems of administra- 
tion. In Russia patients may have a bed, but may 
be expected to bring their own food.—A woman 
came in yesterday offering me bed springs for the 
hospital. 


This hospital has its various departments, medical 
and administrative or hospital, with which you are 
familiar, social service being one which according to 
the definition and requirement of the College of Sur- 
geons deals with the personal and social casework 
problems of the individual seeking adjustments 
within the limitations of illness and resources for the 
continuity and enrichment of life. Essentially we 
look upon case work as an educational process widen- 
ing the understanding of the patient for a more ef- 
fective functioning within the medical program out- 
lined by the physician. 


There are four units: Social casework ; hospital 
school which includes both academic and special ac- 
tivities ; occupational therapy and the library service. 


The hospital school utilizes the time the patient is 























































in the hospital for continuing his school work, return- 
ing him to his home with as little loss of time as is 
possible directing the use of his energy along con- 
structive channels within the prescription of the phy- 
sician. The initial financing was through the King’s 
Daughters who continue their interest and support 
and the Crippled Children’s Commission who finance 
the work with crippled children. About 1800 chil- 
dren a year receive academic instruction—the major 
group primary and intermediate children. Work is 
given to junior and senior high school students in 
special subjects such as commercial work, stenog- 
raphy, typing, etc. Some 600 return to their local 
school having made their grade or credit through the 
attendance on the hospital school. Some have grad- 
uated in the hospital while others receive from this 
school their first and only instruction in community 
values. The lack of opportunity to attend school is 
an enormous loss to the individual while the oppor- 
tunity to attend gives to the young within a few 
years “the elements of what it has taken countless 
ages of men and women to discover, invent or im- 
prove.” 


The public school curriculum is in point of fact 
what the community, namely the fathers and 
mothers, want and made available for their children. 
What is included must be essential, exclusions are 
significance. Faulty methods, content or evaluation 
are as significant as lack of opportunity casting a 
long shadow in the life of the child. Not all children 
enjoy or participate happily in every phase of school 
work, nor do we as adults all enjoy the same inter- 
ests, foods, activities, and persons. The school cur- 
riculum has been increasingly expanded to give the 
child the opportunity of growing in life experiences, 
not only through books but in doing, exchanging, 
contributing as in everyday life. Spiller points out 
that the great distinguishing feature of the human 
animal is his ability to learn from others near and 
far in space and time, a continuing process in which 
each contributes a modicum. A child may learn as 
much from a visit to the grocery or gas station as 
from a day in school, while in some states school 
children are excused from attendance to go to the 
State Fair where machinery, animals, foods, and all 
kinds of things new and old are to be seen. 


A child then learns as we do through seeing, hear- 
ing, tasting, feeling, etc., but in the hospital his en- 
vironment is somewhat extraordinary. Instead of 
reaching out to touch everything casts or braces re- 
strain his movements. A greater frequency of clean- 
liness is established. Milk is abundant here; at home, 
so precious! Nor does the child understand what he 
sees going on, but each day must be negotiated one 
way or another. 


Special education has a planned sequence of events 





or experiences for the child geared to his age, 
strength, interests, opportunity, and other factors 
which utilize significant tools of life namely ; recrea- 
tion, woodwork, crafts, dramatics, story telling, and 
a thousand other methods. Play is regarded as a 
most significant method of instruction for both chil- 
dren and adults. Too frequently the blocks or satis- 
factions of youngsters in play carry over to the old- 
sters in work. We learn the elements of give and 
take, cheerfulness, good sportsmanship, exchange 
from any game in which we may participate. To 
change with the rules, to participate in the group, to 
submerge emphasis of self for the sake of those with 
whom we play, to accomplish our ends not by break- 
ing rules, but by knowing, rigidly applying and func- 
tioning through them to a conceded and mutual ob- 
jective. We learn that we cannot always win, but 
that a well-played game is a satisfaction and the best 
fellow comes out on top. We learn something of 
change, to decide rapidly and to proceed on our de- 
cision. The significance of confident adjustment to 
change, to fear, to defeat or success cannot be an 
over-emphasized attribute in life for all who lead 
must follow and-those who follow must lead them- 
selves and others. 


Our Galen Shop 


On the ninth floor there are various children’s 
activities—the Galen Shop where boys have the op- 
portunity of learning some trade experiences in 
woodworking, painting, sanding, metal work, etc. 
The boys’ hobby of today may be his means of liveli- 
hood tomorrow, so it is very important not only that 
he develop some interest, but that he recognize its sig- 
nificance and satisfaction to him. Henry Ford points 
out “Our greatest possession is our right to work. 
That is not a right that some one can guarantee us. 
It is a right we must guarantee ourselves.” The 
Galen shop is financed by the tag day of the Galen 
Medical Society, unique only in that it brings to 
children under active medical treatment the oppor- 
tunity to participate within the limits of strength and 
interest in trade or occupational exploratory experi- 
ence. A man does not become a carpenter because 
a hammer and slide rule is put in his hand nor a 
brick layer because a plumbline is given to him. 
There have been generations of skilled workmen 
who have contributed to the knowledge he may ac- 
cumulate and which under our present method of 
life may be swept aside by some invention doing in 
a stroke or so of a machine the back breaking toil of 
hours. The boys we have here will return to the 
community with thousands of others to carry on the 
work of the world. Their equipment for that work 
is important and the loss of a leg or arm may not 
be nearly so significant as the positive or negative, 
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supporting or antagonistic method of thought and 
performance. 


We have referred to the playground and play ac- 
tivities financed by the Kiwanis Club, including the 
most delightful constructive, educational, and diver- 
sioral activities related to the particular child and 
children as a group. 


The King’s Daughters in their education work 
finance the primary program but a step removed 
with many phases of art, reading, spelling, arith- 
metic, geography a matter of free exchange within 
groups, as shown by their projects Tigers Scrap 
Book; Trip to the Orient, etc. ; Housing ; Foods, etc. 
The attempt is made to present basic needs with 
methods of meeting the same. 


Occupational Therapy in the Hospital 


Occupational Therapy is carried on for adults and 
children thirteen and over in ward and shop, again 
utilizing the patient’s interest and strength within 
the limits of his disease as outlined by the physician 
to give him the knowledge and conviction that there 
is work he can do, in which he may find satisfaction 
for himself as well as assistance and encouragement 
to others. The dignity of honest labor has been a 
foundation stone in American life and performance, 
an opportunity and a challenge. Some feel that paid 
work is at a great premium, a precious opportunity 
and community or individual responsibility. There 
are many competitors for one job and he who is best 
equipped in physique, skill, and locality is most apt 
to have the opportunity which means life. Employ- 
ment does not need to be for remuneration; it may 
be as a hobby, gift, distinction, or requirement. The 
span of life includes for men and women only a few 
years of economic independence which are sand- 
wiched between the dependency of infancy, youth, 
incapacity, unemployment, old age. 


During the interim of treatment Mrs. Kasabach is 
able to give something of an appreciation of the 
value of work ; new skills, basic crafts, such as weav- 
ing, basketry, leather tooling, etc. 


Many have returned to their homes with an ele- 
mentary knowledge of watch repairing, radio repair- 
ing, elementary plumbing or electrical work. Basket 
making is what we term a home industry, not re- 
munerative in a commercial sense, but giving a small 
income at intervals for those who have a market. 


Some folks have been taught to repair their shoes, 
which is quite an item in the budget for children, 
and some of the simple sewing necessary for clothing 
construction. Relief clients have often suffered loss 
of employment, school, etc., for a lack of what we 
call presentable or comfortable clothing. 





The craft is not taught as an end in itself, it is a 
means to an end in which if the patient has gained 
in self-confidence or understanding we are more than 
repaid. Just passing the day “busy idleness” is not 
enough for the opportunity to work carries with a 
responsibility of performance, knowledge and par- 
ticipation in which the weight of each is gauged by 
his tensile strength. The community does not honor 
the idler, wanton, or sponge, but man or woman 
honestly trying to equip and sustain himself has the 
encouragement, assistance, and help of all. 


The Library Service 


The library service brings chiefly to adults, often 
to children, such books and magazines as are avail- 
able through purchase, gift, or even perhaps inheri- 
tance. The librarian is a teacher whose objective is 
to reach the reading level and need of the individual 
presented at the time to widen his understanding and 
confidence, to increase his interest and satisfaction 
again within the limitations prescribed by the physi- 
cian. Between five and six thousand people were 
reached last year in every unit and ward of the hos- 
pital. Some, of course, are more interested than 
others. In conjunction with the school many chil- 
dren are reading for certificates which gives an addi- 
tional grade point; in the guided reading material 
along a given line an objective is available. A group 
of girls has for months carried on a study of English 
literature, drama, novelists, etc. Books on govern- 
ment, political science, agricultural methods and simi- 
lar topics afford the basis of a discussion group with 
great satisfaction to many. Particularly the foreign 
language material: Finnish, Scandinavian, French, 
German, Southern European, etc., is more than wel- 
come for the language barrier trying enough in 
health is often crucifying in illness where the indi- 
vidual isolated from friends and the familiar, uncom- 
fortable and afraid of everything, is expected to 
accept cheerfully and with rejoicing all our whims 
and idiosyncrasies to say nothing of routines and 
procedures which brook no interference. And yet 
language is but one of the many barriers which sep- 
arate us from our associates. 


The Function of the Social Case Worker 


I have referred before to the social case worker 
and her function as it relates to the individual. The 
matter of function is more than an academic problem 
for all of our interest and activities as do yours meet 
in and are used, defined or integrated by the patient 
and his performance. The test of our efforts is his 
return to home and community sometimes a perma- 
nent invalid, a guarded or very limited expectancy 
of life, an always hoped for complete return to ro- 































































bust health or even a modified or intermittent per- 
formance. In some respects perhaps we have over- 
emphasized the necessity and opportunity for health. 
There are many things which can be accomplished 
by those with slender strength and limited interests. 
The function of each within his capacity seems a 
defensible objective with a freedom of interchange 
for all. Basic needs of health, housing, foods, op- 
portunity, employment, clothing, education and a 
thousand other items are not only recognized and 
identified, but increasingly grasped by many. In 
this we as individuals see sometimes the need for one 
as opportunity for the other, but how does the other 
one regard this? It is the increasing conviction of 
the community that education shall be made available 
to all and through federal funds this has been ex- 
tended from the nursery school through the univer- 
sity levels. In every agreed procedure there must be 
the objective which is conceded and the ways of se- 
curing that objective which must be fair and equable. 
Thus the public utility we know as a bus or street, 
car cannot pick up just men and leave the women, 
or blondes and leave the brunettes. There must be a 
fair and justifiable basis for decision, thus it is re- 
quired that we buy a ticket and with a ticket we 
ride. 


Society's Dependents 


There are in society today increasing groups of 
so-called dependents: the insane, aged, dependent 
children, the sick, blind, crippled and others, who 
are maintained, given care and so far as possible 
transferred to the role of the self-sustaining in such 
way and to the degree possible under the circum- 
stances. The group is not static (clearly defined) 
except within limits, but is constantly changing and 
you and I make our way in and out along with many 
others. The hospital is but one critical point in the 
series which can be extraordinarily effective. How 
far we can define and meet our problem as indi- 
viduals is always a question. Anything may be a 
distinction, anything a defeat. A sun-burned back 
is a novelty in January—a new pudding a distinction 
at the church supper. Individual differences and 
similarities are a most important consideration. In- 
stead of every man with his own tent we crowd un- 
der a common roof and call it an apartment which 
means that we all have access to the same water 
supply, are sheltered by the same walls, heated from 
a common source, etc. The means of communica- 
tion are important then, must be wide, well paved 
and regulated for speed and safety. 


The case worker can do no more than identify and 
interpret the need as presented to her, utilizing all 
available resources, public and private, so far as they 





go for the effective functioning of the individual. 
The patient is relatively more interested and vitally 
concerned in any and every decision than the rest of 
us. Frequently upon her falls the onus of interpret- 
ing the need of medical care, additional relief, special 
consideration, or opportunity. Whatever we ask is 
subjected to the most rigid scrutiny and comment, 
the exception or interruption of the usual procedure 
must relate to need, expected results, outlay, dura- 
tion and many other ietms. Medical care both in 
the granting and continuance is more carefully 
weighed than at any previous time by a thousand 
variable standards of physician, medical aid official, 
patient, family, community and institution. By and 
large the consideration is fair, impartial, and 
grounded in need, but abuse and discrimination does 
appear under all circumstances which is to be ex- 
pected for medical care has been chiefly the gift of 
the generous minded, rather than a community obli- 
gation and the lines of demarcation are obscured by 
institutional, individual, clinical teaching, community 
and other needs. Most agencies, most groups want 
to do what is necessary and defensible. The social 
worker can frequently present in written form fac- 
tual material, basic needs and resources of guidance 
and assistance to collaborating agencies. This means 
the accumulation, sifting and direction of informa- 
tion from many sources. Only as this is direct, per- 
tinent and significant, removed from personal bias 
and foggy inaccuracies is it of value. 


We have said that during his experience in the 
institution the patient may learn of his illness, his 
physical expectations; given opportunity to make 
something of himself and his interests. But the 
community goes further than this requiring not only 
reasonable participation from the patient, but reports 
and statements from the hospital as guide posts for 
performance, fused to permit lay understanding and 
participation. Recently a communication to a Judge 
outlined the child’s medical needs for rest, sleep, 
food, and certain other items with a return for re- 
examination in three months. At the bottom of the 
letter the Judge comments “Do you think my time 
should be occupied with such twaddle?” Perhaps 
the needs of humans may be but twaddle, but the 
babblings through generations have made possible a 
much more livable community today than the selfish, 
exclusion of ignorance, non-performance, over- 
anxiety. 


In a sense medical care as all else becomes a two- 
way street with many goings and comings as well as 
interchanges. Substitutes are not always satisfac- 
tory and many even defeat the very goal and objec- 
tive we seek. We can but study with the patient in 
the light of a wider experience those things possible 
and feasible under the resources to be had. 
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Business Census of Hospitals 


JOSEPH W. MOUNTIN 
Surgeon, United States Public Health Service, Washington, D. C. 


yl PURPOSE of the Business Census of 
Hospitals is to gather financial data of a compre- 
hensive character on hospitals and related institu- 
tions. In conducting the hospital census, the United 
States Public Health Service utilizes the facilities 
of an organization which was formed originally for 
the National Health Inventory. This inventory is a 
survey of the prevalence of illness and the nature of 
health facilities in selected areas. It is financed 
very largely through a grant from the Works Prog- 
ress Administration. 


Perhaps it would be in order to explain briefly the 
circumstances which attended the development of the 
hospital census and determined the type of investiga- 
tion that is being made. The relationship of the 
participating agencies also should be a matter of 
general interest. 


Organization and Character of Census 


Almost simultaneously with the organization of 
the National Health Inventory, two additional proj- 
ects bearing on hospitals were being developed by 
separate agencies. The Secretary of Commerce 
directed that there be taken a general census of 
American business. Hospitals and related institu- 
tions were to be included. The Council of the 
American Hospital Association was about to initiate 
an inquiry into the financial structure of hospitals. 
The Catholic Hospital Association was interested in 
a similar study of the financial aspects of Catholic 
institutions, but no definite plan had been formulated. 


Since in selected areas the United States Public 
Health Service was actually at work on the general 
subject of health facilities and had an organization 
which could readily be expanded, it was decided to 
impose on the Public Health Service major responsi- 
bility for collecting and analyzing such data as might 
be desired regarding the business features of hos- 
pitals, The Catholic Hospital Association very 
graciously suggested that its organization be used in 
securing the required information from Catholic hos- 
pitals. This arrangement was accepted, and the 


Association was made the official instrument for dis- 
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tributing and collecting the schedules which applied 
to that group of hospitals. 


Two considerations entered into the development 
of a schedule of information. The first of these was 
the readiness with which the form could be com- 
pleted by the individual hospital, and the second was 
the suitability of requested data to the needs of dif- 
ferent interests concerned with hospital service. 


The Department of Commerce desired from hos- 
pitals data which could be used in connection with 
information furnished by businesses of all types. 
Such data regarding the business aspects of hospitals 
relate for the most part to income, operating ex- 
penses, and payrolls. The supporting financial 
structure of hospitals was reported to be of major 
interest to those concerned with hospital administra- 
tion. Plant assets, indebtedness, endowment, and 
sources of income were the items chosen in addition 
to complete the picture of hospital finance. 


The Catholic hospitals seemed to present situa- 
tions somewhat at variance with those of hospitals 
under other types of control, in that a significant 
amount of nursing and administrative service for 
many Catholic institutions is donated by members of 
religious orders. Certain other features of Catholic 
hospitals, such as ownership of property, assumption 
of debt by mother houses, and income in kind, were 
regarded as sufficiently different from the usual pat- 
tern to merit separate treatment. Originally a 
single schedule was devised for general use. How- 
ever, the supplemental data required by the Catholic 
Hospital Association were sufficiently in excess of 
those provided on the common schedule to justify 
the preparation of a separate form for Catholic in- 
stitutions. The basic items nevertheless are common 
to schedules of both types. 


The items on hospital administration that the Pub- 
lic Health Service wished especially to disclose are 
those which describe the types of facilities available 
in different communities, and the use of such facili- 
ties. It was also desired to bring into focus circum- 
stances, such as types of beneficiaries, costs of care, 
accessibility of hospitals, and criteria of eligibility, 
which may determine the amount and character of 














service that is given to people living in different 
parts of the country and on varying social and 
economic levels. If such additional data were to be 
obtained directly from hospitals, it would have been 
necessary to expand the schedule unduly and to 
duplicate the information which is gathered routine- 
ly by other agencies. Fortunately, the American 
Medical Association, the American College of Sur- 
geons, and the American Hospital Association placed 
their respective files at the disposal of the study. 
These invaluable data were used to develop the gen- 
eral picture of hospital organization. Therefore, it 
was possible to omit from the financial schedule 
many items which are commonly used to describe 
hospitals and their services. 


Number of Hospitals 


A preliminary mailing list was prepared from the 
current file of the American Medical Association. 
This file contained the names of 8,681 hospitals. Of 
this number 6,246 were registered, sixty-eight were 
awaiting registration, and 2,367 had failed or had not 
attempted to qualify under the standards set for 
registration by the American Medical Association. 
The total number obtained from the American Medi- 
cal Association (8,681) was augmented to some ex- 
tent by names derived from The Modern Hospital 
Publishing Company and from lists supplied by sev- 
eral states. The complete mailing list contained 
about 8,800 names, but this figure is subject to 
change owing to the inclusion of additional institu- 
tions and the elimination of others. 


The group of registered hospitals is fairly stable, 
yet it is composed only in part by institutions com- 
monly connoted by the term “hospital.” In addition 
to bona fide hospitals and sanatoria, this group con- 
tains a number of related institutions, such as homes 
for the feeble minded, epileptic colonies, institutions 
for drug and alcohol addicts, and hospital units of 
penal, correctional, and custodial institutions. The 
non-registered hospitals are reported to be even 
more variable than the registered group in regard to 
equipment and types of patients which are admitted. 
However, the term “hospital’”’ has never been clearly 
defined. Therefore, in conducting the census of 
hospital, it is necessary to include more institutions 
than those recognized by the several accrediting 
agencies. 


Returns on Census of Hospitals 


Approximately 2,000 replies were received in re- 
sponse to the original inquiry which was mailed by 
the Public Health Service in the spring of this year. 
The first follow-up letter increased the returns by 
more than 1,000. Late in July the second follow-up 
letter went forward; and on September 25, when 
this tabulation was made, about 1,000 additional re- 





plies could be attributed to the letter. On the same 
date, the Catholic Hospital Association was in posi- 
tion to deliver three hundred fifty-one schedules. 
In all, 4,500 hospitals or fifty-two per cent have filed 
information. These returns represented for the 
registered group about fifty-five per cent of the hos- 
pitals and seventy-five per cent of the beds; and for 
the non-registered group about forty per cent of the 
hospitals, and fifty per cent of the beds. 


It must be apparent from figures just presented 
that the task of collecting basic information is by no 
means accomplished. Some may feel that a gross 
return of fifty-two per cent from a mail question- 
naire is better than average, still it must be admitted 
that this performance is forty-eight per cent short of 
perfection. With the data available, perhaps it 
would be possible to present a gross picture of hos- 
pital finances for the United States. On the other 
hand, when one attempts to classify the hospitals 
according to a few established categories, such as 
location, bed capacity, control, medical type, sources 
of income, and the like, numbers become too small 
for trustworthy conclusions. For example, less than 
one-third of the hospitals in several states have made 
returns. If in these states the hospitals are small, 
the sample in hand is likely to be unduly weighted 
by the larger institutions since small hospitals are 
apt to be delinquent in filing returns. The pro- 
prietary hospitals as a group did not report well; 
consequently, any state having a large percentage of 
its beds in proprietary hospitals would not be prop- 
erly represented in our records. One can readily 
appreciate how large areas might be inadequately 
described or be entirely omitted in the schedules now 
on file. 

Follow-Up Service 

Up to the present time, the Public Health Service, 
through force of circumstances, has been compelled 
to assume major responsibility for the Business 
Census of Hospitals, whereas the Service should be 
regarded as an instrument for collecting and analyz- 
ing the data. The Public Health Service gladly ac- 
cepts a definite degree of responsibility for the 
enterprise, but there is a limit to which it can go in 
assuring success. The original questionnaire was an 
appeal in itself. The first follow-up letter was writ- 
ten in the form of a reminder. The second follow- 
up letter was more urgent in tone. A duplicate 
schedule was inclosed with the second letter to in- 
sure availability of a form on which to make the 
report. It is felt that another follow-up letter from 
a governmental agency would not be very productive 
and might tend to arouse opposition to any future 
study of hospitals in which a mail questionnaire is 
used. The favorable editorial comments that ap- 
peared in hospital journals have been extremely 
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effective in allaying opposition; and no doubt the 
articles served to induce action on the part of many 
hospital authorities. Further publicity of the same 
general style would be of some assistance, but, under 
the circumstances confronting the census, action of 
a direct character is indicated if there is to be any 
significant increase in the returns. 


Those who have been associated with the census 
believe that further stimulation should come from 
organized hospital groups and should be more in the 
nature of a personal appeal. In some instances, the 
central body may be too far removed from the local 
hospital for this type of approach. Under those cir- 
cumstances, the state or the regional unit of the 
national society might accept responsibility. A local 
person perhaps would be more effective than an 
agency in handling the situation for large centers of 
population. These are merely suggestions, but it is 
to be hoped that a dynamic organization for increas- 
ing census returns may be effected before this Con- 
vention adjourns.* 


Treatment of Data and Value of Findings 


So far, this paper has been a report of progress on 
the Business Census of Hospitals. There remains to 
be developed a description of the analyses which are 
contemplated and the types of facts that are likely to 
be revealed. These points, of course, will determine 
the value of such a study. 


The mechanical part of the analysis may be dis- 
missed by stating that the usual steps necessary to 
prepare raw data for mechanical tabulation are being 
taken. Briefly these are: checking of returns against 
the mailing list, editing of schedules, computing dif- 
ferent statistical constants, coding of data, and 
punching the cards. Between 100,000 and 150,000 
cards will be used, depending somewhat on the vol- 
ume of the returns and the susceptibility of the data 
to the more refined types of analysis. 


From the standpoint of the Census of American 
Business, it will be necessary to show how much of 
a factor the hospital is in general business. The 
items of particular interest are opportunities afforded 
by hospitals for employment, value and distribution 
of payrolls, operating expenses, and capital invest- 
ment. In order that hospital data may be included 
with returns from other establishments, the hospital 
will be described on the basis of characteristics com- 
monly used, such as bed capacity, control and type of 
service; and the items of economic interest will be 


*Subsequent to the reading of this paper, the Board of 
Trustees of the American Hospital Association directed the 
Secretary to utilize the resources of the organization in order 
to promote the success of the Business Census of Hospitals. 
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distributed according to states, counties, and cities of 
different sizes. The main value of such facts to the 
hospitals perhaps will come indirectly through the 
development of a general appreciation of the true 
position of the hospital in relation to commercial 
units of various types. In a more specific way, how- 
ever, any hospital should derive benefit from being 
able to compare itself with other similar institutions 
on the items enumerated, as well as on additional 
points that will be developed in this particular 
analysis. 


Methods of hospital finance will be revealed in 
entries that describe plant assets, capital structure, 
and sources of income. The significance of these 
items will become more apparent when data are pre- 
sented for all parts of the United States and when 
large numbers of hospitals can be classified on such 
characteristics as location, control, type of service, 
bed capacity, equipment, and operating costs. This, 
of course, will be possible when the census data have 
been compiled. 


The final report will consolidate the descriptive 
information on facilities and services, made available 
by the American Medical Association and the Ameri- 
can College of Surgeons, with the financial data that 
are being revealed by the Business Census of Hos- 
pitals. There will be presented in classified form the 
facilities available in different types of communities, 
the use which is being made of various institutions, 
costs of service when rendered under different cir- 
cumstances, the trend in hospital development, and 
the general picture of hospital finance. 


Persons who are interested in the internal ad- 
ministration of hospitals will find combined in the 
final report on the Business Census of Hospitals data 
which might never be assembled had it not been 
for this survey. Owing to the relationship which 
this census bears to the National Health Inventory, 
still another group of facts should be revealed re- 
garding the relationship of the hospital to community 
problems. 


For one hundred nineteen counties, where 
other elements of the National Health Inventory 
have been conducted, there will be presented not 
only the foregoing data on hospitals but also the 
complete picture of health facilities and the prev- 
alence of illness in a representative sample of the 
population. The information which hospitals, 
clinics, and public health agencies furnish describes 
existing facilities and their use, while the illness 
data express the problem. By relating one to the 
other, it will be possible to determine the true ade- 
quacy of facilities and the extent to which these 
facilities are meeting the needs of the community. 
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The Adequate Care of the Obstetrical 
Patient in the General Hospital 


A Symposium 


Editor’s Note—In 1935 one out of every three babies born in this country was born in a hospital. Of 
a total of 769,660 births in our hospitals during 1935—732,465 were in general hospitals and 35,784 in special 
maternity hospitals. One patient out of every 9.3 patients admitted to our general hospitals was a maternity 
patient. This symposium presented at the Hospital Standardization Conference of the American College of 
Surgeons is most timely, and is of the greatest importance to the hospital field. 


From the Standpoint of the Specialized 
Practice of Obstetrics 


Charles C. Norris, M.D. 


Professor of Obstetrics and Gynecology, and Director 
of Department 


and Carl Bachman, M.D. 


Assistant Professor of Obstetrics and Gynecology 
University of Pennsylvania School of Medicine, 
Philadel phia 


The factors which make for good obstetric work 
are the same, whether that work is done in a spe- 
cialized maternity institution, in the general hospital 
or in the home. Adequate care of patients will be 
dependent—in the last analysis—upon the training, 
skill, and perhaps above all upon the conscience of 
the attending physicians and nurses. The special 
requirements in equipment, plant, and organization 
necessary for developing and making available to 
institutional patients a measure of such skill and 
conscience have been well outlined in certain mini- 
mum standards proposed by this Conference. From 
the standpoint of the obstetric specialist these rec- 
ommendations are not only excellent but reason- 
able. Three problems which they raise, however, 
deserve special attention. 


Medical Staff Organization 


The first question concerns medical staff organiza- 
tion. Regardless of the type of institution, it is 
essential that all the men doing obstetrical work 
within its walls be organized as a special staff unit. 
The leadership of this unit should be intrusted to 
that man who is qualified both professionally and in 
the confidence of his colleagues for bringing to- 
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gether the staff for the purpose of agreeing upon 
and maintaining a skeleton routine of technique and 
practice applicable to all obstetric work done in the 
hospital. What the nature of such minimum regula- 
tions should be will vary with the conditions and 
men found in different institutions. Unless men 
doing obstetrics in a general hospital submit them- 
selves to self-regulation in the interest of an ideal, 
guiding and shaping their common policy upon hon- 
est and searching periodic assay of their end-results 
as a group, we cannot hope for ideal attainment in 
patient care. 


Proper Seclusion of Maternity Patients 


The second problem is that of the proper seclu- 
sion of maternity patients from other patients of 
the general hospital. The need for such isolation 
and the manner in which it should be effected have 
been discussed thoroughly and repeatedly in pre- 
vious meetings of this Conference. Adequate pro- 
visions against outbreaks of post-partum and nursery 
infection call for the most stringent isolation not 
only in the housing or location but also in the nurs- 
ing and housekeeping arrangements of maternity 
departments. The responsibility of hospital ad- 
ministrative officers in this matter is clear, and 
cannot be emphasized too strongly. 


Adequate Intern and Nursing Staff 


The third problem has to do with the adequacy 
of intern pupil staffing in those general hospitals 
where rotating house services are the rule. Even 
in our largest general hospitals, surveys have 
shown that the average time spent in the obstetric 
departments by rotating interns and nurses is less 
than three months. Under such circumstances, the 
best safeguard against tragedy is the presence of a 
resident house officer or obstetrician whose training 
qualifies him to act for the staff in emergencies. A 
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hospital with a yearly total of more than 500 deliv- 
eries can ill afford to be without the services of such 
a man, attached exclusively to the obstetric depart- 
ment and responsible for the routine discipline of the 
interns in this division. The same considerations 
make it especially necessary in a general hospital 
to have trained and long-term nursing supervisors 
on duty on the labor floor at all hours, with duties 
confined to the obstetric unit. 


Among the many recommendations which have 
been made for improving the care of maternity pa- 
tients in the general hospital, the three which have 
just been discussed are the most important They 
are important not only in the immediate betterment 
in patient care which their observance would assure, 
but also in the opportunity and encouragement which 
they would provide for educational work among all 
those whose privilege and duty it is to care for ma- 
ternity patients. The reasons why this should be 
are clear. 


The Hazards of Obstetric Surgery 


Recent increases in hospital confinements in this 
country have greatly increased incidence of unneces- 
sary surgical interference with labor, with results 
so unfortunate as to nullify the improvement in 
maternal mortality statistics which should have been 
expected from the concurrent wide exténsion of 
ante-natal care. This increase in operative obstet- 
rics has been due in part to deficient training of 
those who have had to do the bulk of maternity 
work in America, and in part to a failure of our 
present leaders and teachers to realize the misin- 
terpretations to which their printed words are 
subject. 


Human nature being what it is, the environment 
of the general hospital has tended, progressively if 
insidiously, to make of obstetric art a sort of sur- 
gical specialty in which many ill-fitted practitioners 
might essay to shine. In no other manner can one 
explain the rise in the number of obstetric operations 
obtaining in hospitals which are receiving an increas- 
ing proportion of the presumably normal cases of 
pregnancy in the communities they serve. In many 
instances the incidence of such operations approaches 
a level found justifiable only in those old established 
maternities which receive mainly obstetric cases and 
complications of pregnancy. The answer to this 
situation is not a return to domiciliary care of nor- 
mal parturients. Paradoxical as it may seem, the 
answer is a greater degree of hospitalization, and 
particularly of specialization within the hospital. 
The more quickly this is attained for maternity 
work, the more rapidly will the development of 
competent obstetric practitioners follow. 
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With the advance of such education, unnecessary 
obstetric surgery and its mournful results will be- 
come a thing of the past. Only then will “adequate 
care” of maternity patients be realized in the fullest 
and most enlightened sense of these words. 


Maternal Care from the Standpoint 
of the General Practitioner 


Walter Brand, M.D., F.A.C.S. 


Director of Obstetrics, The Women’s and Children’s 
Hospital; Vice-President, The Hospital Obstetric 
Society of Ohio. 


The medical practitioner is living and practicing 
much as in the past, at all times an individualist of 
rugged character and intellectually not superior to 
the practitioner of the past. He is handicapped in his 
practice by social and economic conditions, but is 
bravely carrying on to the best of his ability. The 
rewards of his labors are meager, and few can attend 
post graduate courses in the medical centers. These 
gentlemen attend about seventy-five per cent of the 
women in childbirth and individually average from 
twenty-five to thirty-five labor cases a year in their 
practice. Possibly once a year and sometimes twice, 
they encounter a pathological case, and it is only 
the exceptional man who early recognizes and diag- 
noses the condition. Most cases are not recognized 
until almost too late, and some too late or not at 
all. It is not strange that pathology and preternat- 
ural labors are not recognized, as an under graduate 
he has intensive instruction in the basic sciences, 
theory and principals of obstetrics but very little 
opportunity to observe actual deliveries. He then 
enters a year of rotating internship in a general 
hospital and here there is only time and opportunity 
to familiarize himself with normal deliveries and 
become fairly well grounded in the comprehensive 
aseptic technic. Unless he is obstetrically inclined 
and seeks a residency in a special hospital, and 
there are only a few who do, his period of training 
has ended. 


As previously stated, he is well grounded in the 
science of obstetrics but is totally unfamiliar with 
the art of obstetrics. After he enters his practice 
there is little opportunity for further obstetric 
training, as our County medical societies only afford 
their membership an occasional obstetric program, 
usually scientific in character. 


Another factor in this problem is that from primi- 
tive days through the Eighteenth Century, obstet- 
rics was almost exclusively by midwives, with the 
attendant magic, superstitions, and traditions, and 





even at the present day, like the “poor relation,”. 


they are still with us. 


Very frequently, indeed, when the physician de- 
sires to examine and mensurate the patient and give 
instruction in pre-natal care, the patient objects 
and refuses such examination with the common 
statement that her mother raised a family and all 
that was not necessary, thus negativing the efforts 
of the general practitioner, and for economic rea- 
sons, rather than lose the case, he takes “pot luck,” 
hoping that everything will be all right, with only 
a few urine analyses and blood pressure readings 
during the period of gestation. As approximately 
eighty per cent of the women delivery spontaneously, 
things do terminate all right and he falls into the 
bad habit of deviating from the standards of prac- 
tice that he had outlined for himself. A few years 
ago following the release of some reports on ob- 
stetric practice and publicity of the proceedings of 
The White House Conference, newspapers and peri- 
odicals smelled “news” and began exploiting the 
maternal death rate and charging the medical pro- 
fession as being the cause of the difficulty. Criti- 
cism of this kind is destructive and can only cause 
harm by arousing unnecessary fears among preg- 
nant women. Some of it is constructive and tends 
to stimulate discussion and plans for improvement. 


The Plan of the Ohio Obstetric Society 


As a result of this provocative and unjust criti- 
cism, including criticism of the maternity divisions 
in our general hospitals, some of the directors of 
obstetrics in Cleveland’s general hospitals, under the 
stimulating leadership of Doctor A. J. Skeel, met 
and organized themselves as the Cleveland Hospital 
Obstetric Society with Doctor A. J. Skeel as chair- 
man and Doctor Scott C. Runnels as secretary. They 
instituted an exhaustive and critical analysis of all 
the puerperal deaths in their respective institutions 
and found that the cause of death, as stated in the 
certificate of death, was not at all descriptive or 
in conformity with the real cause of death. 


As their analyses progressed, obstetricians frorn 
surrounding territory became aware of their study 
and were cordially invited to attend their meetings. 
They became so interested with these studies that 
they suggested a state wide organization, based upon 
the Cleveland plan to find out why the State of 
Ohio had a 6.5 puerperal mortality per 1,000 births. 
The final organization was completed in 1933 with 
forty-two member hospitals having three hundred 
deliveries or more per year. Only five hospitals in 
the state did not respond but I am very happy to say 
that at this time, only one is not enrolled. 


Realizing that there was no opportunity anywhere 
for the general practitioner to avail himself of ob- 
stetric instruction, except at considerable expense 
and time to himself, was one of the factors in or- 
ganizing this society with the hospital as the unit 
of membership, rather than a personal membership. 


The State was divided into six districts, each 
district organized with a chairman and a secretary. 
Meetings are held from four to six times during 
each year, according to the number of puerperal 
deaths in the district. The secretary of each dis- 
trict receives from the Board of Health, a copy 
of the certificate of death of all puerperal deaths 
that have occurred in each respective district. The 
member hospitals are then advised by the secretary 
of the district, of the deaths in their hospital unit. 
The record of each death in each hospital unit is 
critically examined and carefully abstracted so that 
the minutest detail bearing on the cause of death 
may not be overlooked. If the record does not 
sufficiently explain the cause of death, the attending 
physician is interviewed for additional information. 
These records are then given to the secretary of the 
district, who at their regular conference reads the 
record, being very careful not to mention hospital, 
patient nor attending physician, keeping the record 
as completely anonymous as possible. Among the 
group, the case is discussed from various viewpoints. 
There is a friendly criticism and at the conclusion, 
the cause of death revised for the purpose of clas- 
sification as approved by the Hospital Obstetrical 
Society of Ohio. In the case of death from deliv- 
ery in the home, the secretary contacts the attending 
physician and if possible, obtains from him a history 
of the case. If at the district meeting there is not 
an agreement of the cause of death and classification 
of the case, the record is then referred to the chair- 
man of the Committee of Continuous Audit and 
brought up for discussion at the annual meeting, 
where all hospital units are represented. All re- 
ports are also referred to this committee so that 
we have an accurate knowledge of conditions with- 
in our state. 


The Conferences on Obstetric Care 


These conferences are truly, as Doctor Skeel has 
so aptly said, “Experience meetings” where the art 
of obstetrics as well as the science of obstetrics is 
freely elicited in the discussion of each individual 
case and as one of the fellows at a Cleveland meet- 
ing said to me, “The value of these conferences to 
me, is in learning ‘What not to do.’” It was not 
long before the attendance at our district meetings 
began to increase. The general practitioner prac- 
ticing obstetrics, requesting the privilege as a guest. 
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We soon noticed that our regular obstetrical con- 
ferences—weekly, bi-weekly, or monthly in our 
member hospital units, at which the work of the ma- 
ternity division is reviewed, also increased in 
attendance. 


The attendance of members of the courtesy staff 
gradually increased and we found that the friction 
of different minds seriously engaged in the prac- 
tice of obstetrics is valuable. Any man who has 
carried the responsibility and experienced the hours 
of anxiety connected with the conduct of difficult 
cases of labor, must have meditated about his cases 
and gained some original thoughts and in the friend- 
ly atmosphere of these conferences has communi- 
cated his thoughts to the other members attending. 


The Hospital Unit and the Staff Pledge 


The staff conferences and the district conferences 
of the hospital unit of membership have brought 
the fellows in closer contact with each other and a 
more friendly feeling among them has been mani- 
fested. The sharp corners of envy and jealousy 
are being gradually rounded off and there is de- 
veloping a friendly rivalry and comradeship, rather 
than a destructive critical attitude, among the fel- 
lows to have their hospital unit report the fewest 
cases of puerperal deaths. We believe in the open 
obstetrical staff and to maintain a reasonable control 
over the same, it is necessary for each applicant to 
sign the following pledge, before he is admitted to 
practice in the hospital unit: 


I, the undersigned member of the Courtesy 
Obstetric Staff of Hospital 
hereby agree 

(1) That the care of each of my patients ad- 
mitted to the Obstetric Division of 

Hospital, shall be subject to inter- 
vention, supervision and control by the Direc- 
tor of Obstetrics, or his chosen representative, 
whenever in the judgment of the Director such 
intervention, supervision or control are advis- 
able for the welfare of the patient. 

(2) That I will attend the regular confer- 
ences, clinics and meetings of the Staff as re- 
quested by the Obstetric Director. 

(3) That I will make all reasonable effort 
to improve my knowledge of obstetrics and skill 
in its practice. 

(4) That I will be subject to and will con- 
form with such other rules and regulations as 
shall from time to time be made by the Director 
for the good of the service or the benefit of the 
patient. 

. (Signed) 
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While this may seem, at first glance, drastic and 
sometimes there is a reluctance on the part of the 
applicant for membership to sign, we explain to 
him that this does not mean that we are going 
to replace him in thé conduct of his case, but it is 
merely our desire to help and direct him for the 
welfare of his patient. The peculiar reaction has 
been the same as that reported by Doctor Skeel 
who originated this pledge. “The psychological 
effect of this arrangement has been wonderful. The 
doctors are proud to be chosen for this group and 
take the position that their patients have the added 
knowledge that the specialist affords. Best of all, 
since the organization of the courtesy staff, I have 
not once had to advise when these men should have a 
specialist in consultation, for they have beaten me 
to it every time and take pride in so doing.” 


The Hazards of Improper Seclusion of Maternity 
Patients 


We found that magnificent buildings and elabo- 
rate equipment do not insure safety or efficient serv- 
ice to the patient and have found upon inspection 
of many of the hospitals, the maternity division in- 
terlocking with other divisions, particularly surgical, 
leaving an open door for cross infections. This 
resulted in rules and regulations for hospitals with 
a maternity service in which the set up was clearly 
defined. The most important part of the set up was 
that the entire maternity division be isolated from 
the other hospital activities and that it be manned by 
an organized staff of obstetricians, nurses, and at- 
tendants not in contact with other divisions of the 
hospital, adequate provisions for the management 
and isolation of the infected case and a rigid deliv- 
ery room technique. 


Time does not permit a recital of the complete 
recommendations for Group One hospitals. We are 
now formulating regulations for Group Two hos- 
pitals who have from one hundred to three hundred 
deliveries per year. The committee formulating these 
regulations is composed of obstetricians, hospital 
directors and a representative of the State Board of 
Health. They have visited most of the hospitals in 
the state and will visit all the hospitals in the state 
before our annual meeting in April of 1937, when 
their report will be made. The Ohio Hospital Asso- 
ciation has concurred and is heartily cooperating in 
all our activities and so far everything that has been 
formulated by us has been officially adopted by the 
Ohio Hospital Association, in the effort to make the 
hospitals of our state the safest place for childbirth. 
Not only with physical equipment in our hospitals, 
but with trained personnel and our own organized 
obstetric staff all working in the common interest 





to protect the life and future health of our poten- 
tial mothers, do we hope to contribute to the solu- 
tion of the problem of Maternal Care. We believe 
in hospitalization, and are urging hospitalization of 
all maternity cases and are making every effort to 
develop the hospitals in the rural communities as a 
maternity center under the direction of men trained 
in obstetrics, so that the farmer’s wife and the wives 
in the village and small communities may have 
available a comprehensive maternity service to safe- 
guard her in her period of reproduction and to offer 
her the same advantages as the pregnant woman in 
our larger cities. 


Anesthesia and Analgesia in Obstetrics 
in the General Hospital 


Edward Lyman Cornell, M.D., F.A.C.S. 


Assistant Professor of Obstetrics, Northwestern 
University Medical School; Member of Staff, Chi- 
cago Lying-In Hospital, Chicago. 


In many general hospitals the obstetric department 
is given second or third place in the assignment of 
space, convenience of operation, and equipment. This 
condition has always existed because the hospitals 
have never had an obstetrician as head of the depart- 
ment. Seldom is the obstetrician consulted by the 
architect when the obstetrical department is planned. 


It follows that the anesthetic and analgesic service 
for obstetrics lags far behind that service in the 
surgical department. Surgeons are more numerous 
and bring in a greater number of cases which cost 
the hospital much less to care for, therefore, the 
obstetrical patient is given the poorer service. As a 
matter of fact the reverse should be true since there 
is no greater open wound left by any operator than 
that left by nature following a delivery. The same 
services should be provided for all classes of patients. 


Only when there is an obstetrician with a fore- 
sight, ability to get things accomplished and a per- 
sonality which commands respect does the obstetrical 
department in the general hospital become worthy 
of the name. It then commands the support of the 
community and the medical profession practicing in 
that hospital. 


Women are now demanding relief from the pains 
of labor and the medical profession must accede to 
that demand. It behouves the hospitals to provide 
adequate facilities for that service. It has been the 
experience of the author that most hospital superin- 
tendents are reluctant to do anything which will add 
to the expense of operation unless competition of 
some other hospital in the vicinity forces their hand. 


Patients Under Any Form of Analgesia Require 
Watching 


Since the patients under any form of analgesia, 
be it morphine or the barbituates, requires constant 
watching by a nurse and a physician some provision 
must be made for this service. There are two ways 
of doing this. 


One way is for the hospital to furnish a nurse to 
be with the patient throughout the labor period. The 
obstetrical department should have an intern assigned 
to that duty alone. These two should give their 
individual attention to the care of the patient during 
labor. 


This service gives a much needed training to the 
floor nurses. Many nurses and interns have finished 
training without having seen a woman throughout 
the trying period of labor. Such a thing should not 
be allowed in an efficient general hospital of today. 


Various contrivances have been used to control a 
restless patient during analgesia which have met with 
more or less success. Most of the appliances have 
the principle of confining the patient by placing 
boards at the sides of the bed with the idea of pre- 
venting her from falling out. No contrivance has 
been invented which keeps the patient from climbing 
over the boards unless a strap is used to fasten the 
legs or arms. Restlessness prevents their use as 
before long the arms and legs become irritated often 
to the point of laceration. Furthermore the restraint 
makes the patient more restless and harder to control. 


Unless the patient is under constant observation 
she is likely to be found wandering in the corridors 
or attempting to leave the hospital via the window. 
One patient to my knowledge was caught going home 
via the fire escape. This hospital narrowly escaped 
a law suit. It is needless to say that all patients 
are carefully watched in this hospital now! The 
supervisor and the hospital superintendent had been 
warned by me, but they saw fit to ignore the warning 
because of the expense attached to watching the 
patient who could not afford special nursing care. 
All patients whether charity, part pay, or affluent 
should be accorded this services. 


A Special Nurse for Patients Given Analgesia 


The other method is to insist that all patients who 
are given analgesia in any form have a special nurse 
whose duty it is to remain with the patient constantly. 
These special nurses should be trained for this 
service. 


From the patient’s standpoint, the following in- 
structions should be given to the nurse: 
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1. The patient must never be left alone from the 
time the analgesia is begun until she is thoroughly 
awake after delivery. 


2. The patient should be handled as littie as pos- 
sible since restraint or “fighting” the patient in- 
creases her restlessness. 


3. Nutrition and fluids should be given the patient 
at regular intervals, preferably by mouth and, in 
extreme cases, by hypodermoclysis. If the patient 
refuses to take solid food, glucose or Karo Syrup 
should be incorporated in the fluid given. 


4. When the nurse wishes relief for any reason, 
one of the floor nurses should be assigned to relieve 
her temporarily. 


5. Special nurses should not be assigned for a 
longer period than ten hours. 


6. There should be a telephone or a call bell in 
the labor room so that the nurse may get immediate 
attention. The floor service should be drilled to an- 
swer promptly. It is better to have both telephone 
and call signal for emergencies. 


A well-trained analgesic nurse has much less 
trouble handling patients than does the occasional 
nurse. It is very essential that the analgesic patient 
should not be resisted in her general movements. 
Rather she should be guided. If this is followed out, 
the restlessness of the patient is reduced. 


Patients Must Be Watched Until Thoroughly 
Awake 


I must caution you that the same difficulties occur 
after the patient is delivered as are likely to happen 
before she is delivered, therefore, it is essential that 
these patients be given careful supervision until they 
are thoroughly awake. The nurse must be cautioned 
not to leave the patient under any circumstances until 
she is awake. I have seen patients disoriented as 
long as twenty-four hours after delivery and while 
they are able to carry on a sensible conversation, they 
are still erratic. 


After delivery many analgesic patients develop the 
“shivers.” A few actually have chills which occur 
without a temperature. This condition is seen prin- 


cipally in patients who have been inadequately fed’ 


during labor. Glucose given by mouth, per rectum, 
or hypodermoclysis will stop the shaking promptly. 


Difficulties in Securing Services of an Anesthetist 


On many occasions I have experienced difficulty in 
securing an anesthetist for a delivery. I am sure 
most of you have been much distressed to find the 
obstetric patient crying with pain while being set up 
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for delivery, because no anesthetist was available. 
While it is true that this situation is seen usually 
during the morning or early afternoon hours when 
the surgical division is functioning, I still maintain 
that the obstetrical patient is entitled to the same 
courtesy and services as the emergency accident case 
which needs the services of a surgeon and an anes- 
thetist. I am sure the surgeon attempting to work 
without an anesthetic would use epithets and argu- 
ments that the hospital superintendent would hesitate 
to have a recurrence of the scene. Yet when the 
same situation arises in the obstetric department 
similar epithets and arguments are of no avail. Per- 
haps the obstetrician should take lessons from the 
surgeon and forget the time honored “watchful wait- 
ing.” 


A hospital with a large surgical service and a rea- 
sonable size obstetrical service should employ at 
least two full-time anesthetists, also one who couid 
be called at any time. It is difficult to specify the 
number of surgical or obstetrical cases which an 
anesthetist is capable of handling per day or month. 
Generally speaking a hospital with a minimum aver- 
age of five major and three minor surgical cases per 
day and twenty-five to thirty obstetrical cases per 
month should employ two full-time anesthetists. 
When the obstetric service reaches an average of 
sixty patients per month, the obstetric department 
should and must have a full-time anesthetist. 


The Question of Using Surgical Personnel and 
Equipment in Obstetric Department 


It is poor obstetric technic to permit the surgical 
personnel and equipment to be used in the obstetric 
department. Too often does the anesthetist come 
from a frank pus case to a clean obstetrical patient. 
Often no opportunity is given the anesthetist to take 
a bath or even change clothing. It is also essential 
that the obstetric department have an anesthetic ma- 
chine to be used exclusively in clean cases. The 
anesthetist should prepare his hands in the same 
manner as the surgeon before giving any anesthetic. 
The hair should be covered and a mask should be 
worn, and of course, the anesthetic mask should be 
thoroughly cleaned. 


Blood pressure readings, and the pulse rate should 


‘be taken at frequent intervals throughout the period 


of giving the anesthetic. Too frequently is this 
neglected to the regret of the obstetrician. 


Should the hospital employ a physician or nurse as 
a full time anesthetist is a debatable question. The 
salaries paid by the average hospital for this service 
are not attractive enough for a physician to make a 
life time career. Observation tells me that the nurse 
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anesthetist is satisfied, so that she is willing to devote 
her life to the work. : 


I have worked with women physician anesthetists 
and nurses. I am impressed with the fact that the 
physician is able to render more efficient services. 


In summarizing, I would like to stress the follow- 
ing points: 


1. The anesthetic and analgesic personnel in ob- 
stetrics should be especially trained. This will pre- 
vent unnecessary accidents during labor. 


2. The equipment and operating rooms should be 
separate and distinct from the surgical division. 


3. Obstetrical patients are deserving of and 
should have the same analgesic and anesthetic facili- 
ties as the surgical patient. 


Adequate Care of the Obstetrical Patient 
in the General Hospital from the 
Standpoint of the Nursing Care 


Clara M. Konrad 


Assistant Superintendent and Directress of Nurses, 
Margaret Hague Maternity Hospital, Jersey City, 
N. J. 


With the progress in science and the changing 
attitude of the American woman, who has insisted 
that the profession ease the pains of childbirth, 
shorten the duration of labor, and at the same time 
help her to deliver a living baby, the leaders in the 
medical profession have come to a profound realiz- 
ation that the practice of obstetrics must become a 
special field of medicine. This means that the ob- 
stetrician must possess a working knowledge of 
medicine, pediatrics, surgery, communicable disease, 
in addition to the essential knowledge of the basic 
medical sciences, together with a comprehensive 
training in the field of obstetrics. Logically, then, a 
nurse, in order to be capable and successful in this 
specialty, must be able to render a nursing service 
from whatever aspect of management the obstetri- 
cian decides to treat the patient. Instead of obstetric 
nursing being a single specialty, the nurse must 
possess a working knowledge of the entire field 
of nursing. It is indeed the branch of nursing that 
calls for the most skillful, competent, and intelligent 
type of woman. All these qualifications must be 
present in one person, the obstetrical nurse. 


After having served in the obstetrical depart- 
ment of two large general hospitals, and having 
been associated with two hospitals, exclusively ma- 


ternity, I went to the Margaret Hague Maternity 
Hospital when it was in the “process of gestation.” 
I accepted this position with the resolution that the 
nursing service there would be a true specialty— 
its nursing techniques, its physical adaptations, the 
education of the student, the patient, each contrib- 
uting to, and meeting the requirements of the ob- 
stetrician, at the same time determined to overcome 
some of the shortcomings found in the general 
hospital. 


Obstetrical Nursing in the General Hospital 


It is acknowledged that in the general hospital 
the obstetrical department is commonly considered 
“just another department” of the hospital. It is not 
singled out as a separate entity, but rather, it is one 
of the several departments, with a reciprocal in- 
terchange of supplies, linens and personnel, when 
necessary. A nurse, when occasion demands, is sent 
from some other department of the hospital to the 
obstetrical division to relieve; and very often the 
fact that she has been assigned to the care of a 
patient with an infectious disease is overlooked be- 
cause of the urgent need for “relief” in the obstet- 
rical division. She rushes away from her duties in 
the medical or surgical department, and without 
change of uniform, and often times without a gown, 
takes up the duties where the other nurse, who has 
been called into the delivery room to scrub for a 
case, has left off. Later, when the rush is over, 
she returns to her former station. 


Such a departure not alone offers danger to the 
patients being served at that particular time, but 
invites carelessness and “scorn for caution” on the 
part of the nurses regularly assigned to the obstet- 
rical division. Thus, such thoughtlessness, for it 
must only be thoughtlessness in the light of our 
present day knowledge, tends not only to put the 
practice of obstetrics on a lower level, but it is con- 
trary to adequate care of the patient. This “abuse 
of privilege and breach of trust” must not be allowed 
to continue if the lying-in woman is to receive the 
protection and insurance of safety to which she is 
justly entitled. 


The supervisor in the general hospital is respon- 
sible for the proper functioning of the obstetrical 
division. Her duties include the supervision of the 
labor rooms, if there are any, the delivery rooms, and 
the nursery. In addition she audits the doctors’ lec- 
tures, teaches obstetric nursing to the student, super- 
vises the students on the floor and in the nursery, 
is present and usually circulates in the delivery room, 
marks the new born baby for identification, admits it 
to the nursery, then hurriedly attends to such ad- 
ministrative duties as are imperative, even in the 
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busiest times—reports for the nursing school office, 
statistical reports, doctors’ orders, charts, supplies, 
diet slips, assignment for students and so on, ad 
infinitum. She is truly compelled by circumstances 
and such a multiplicity of duties to be a “Jack of all 
Trades,” and becomes, by virtue of those very cir- 
cumstances, usually a “Master of None.” 


Thus it follows that obstetric supervisors are 
asked to do the impossible for want of sufficient 
moral and physical support in their efforts. It is 
difficult for other departments to understand the 
many circumstances that are peculiar to an obstetri- 
cal service and, therefore, they do not appreciate the 
need of a full staff, for the want of which the 
efforts of those in the department must be without 
effect. Here again, it is the patient that is handi- 
capped. 


In addition to all these duties, the supervisor 
has a real problem in the student nurse who comes 
to the obstetrical division, sometimes without oper- 
ating room training, sometimes six months after 
theory in obstetrics has been completed. This is 
because the maternity division of a general hospital 
can absorb only a limited number of a class at 
one assignment. The nurse is unable to transfer 
theory to practice, and she becomes in this way, a 
liability, and a grave responsibility to the already 
overworked supervisor. Student nurses should have 
this theoretical instruction while they are on the 
maternity division, even if it entails the repetition 
of the same classes each month, and they would then 
be more intelligently prepared to serve their pa- 
tients. 


To make this possible the supervisor should 
have enough assistants to carry the load of admin- 
istrative duties, thereby affording her the necessary 
time to teach and supervise this specialty. 


Even though the physical “set up” of a maternity 
service in a general hospital be “make-shift,” as is 
frequently the case, insistence on isolation of per- 
sonnel, regulation of traffic from other departments, 
and limitation of visitors to a minimum will react 
favorably on the patient’s stay in the hospital. Febrile 
patients should be removed to a place provided on 
another floor in the interest of themselves, and the 
remaining patients. Nurses should be taught 
the great value of explaining the wherefore of these 
measures to all concerned and thus have the entire 
hospital personnel and the patients themselves be- 
come “obstetrical minded.” 


Nurses coming from another department of a 
general hospital should be given a day off, have 
noses and throats cultured, should be inspected for 
rashes and localized infections, before reporting for 
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duty in the maternity division. The use of caps and 
masks on the service as “bacterial barriers” may be 
debatable, however, the value of making those on the 
floor “obstetrical conscious” is most worth while. 


As odious, and sometimes painful, as comparisons 
are, they do help us paint a picture, and it is in this 
light I wish especially to call to your attention how 
a hospital, entirely obstetrical, differs from the ob- 
stetrical department in a general hospital. 


Nursing Technique in the Maternity Hospital 


The maternity hospital is one large obstetrical 
division. Here we have very few patients suffering 
from diseases of bacterial origin, those who develop 
puerperal infection are isolated in a division com 
pletely separated from the rest of the hospital. 
Nurseries, floors, labor rooms, delivery rooms, op- 
erating rooms, isolation, clinic and field departments 
are maintained with separate staffs. All that science 
has at its command either in technique or equipment 
pertaining to the care and safety of the mother and 
her baby, will usually be found in such a specialty 
hospital—at least there is a far greater probability 
of finding it here than in a general hospital. 


The Margaret Hague Maternity Hospital is a 
true example of a specialty hospital. It is an inde- 
pendent county institution, with Doctor Samuel A. 
Cosgrove as the medical director and superintend- 
ent. The bed capacity is two hundred seventy-five 
adults, and the daily average census is one hundred 
ninety adults and one hundred seventy-five babies, 
with approximately five thousand deliveries an- 
nually. Seventy per cent of the patients are 
classed as free, or partly free. 


The field department consists of hospital clinics, 
mothers’ classes and field service, with a monthly 
attendance in the various clinics of about three 
thousand adults. The field service is responsible 
for supervision and home nursing visits. Each of 
our patients, except emergencies, receives a pre- 
natal and post-natal visit either from our own nurs- 
ing service, or from an outside agency. The num- 
ber of subsequent visits depends upon the patient 
and the conditions found. The mothers’ classes 
are conducted in a series followed by a quizz with 
prizes and certificate awarding for attendance, as 
recommended by the Maternity Center Association 
of New York City. 


Much time and thought was given to the organiza- 
tion of our nursing service. The nursing care of the 
patient was not overlooked either in the construction, 
or in the equipping of the building. 


The nursing techniques were written for the 
obstetrical nurse ; their aims are to provide the maxi- 
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mum safety to the patient, as well as economy of 
time, efforts and materials. The psychological prob- 
lems, including the comfort and happiness of the pa- 
tient, were considered. 


The foregoing gives the nurse an intelligent in- 
terest not only in what she is doing, but why she is 
doing it. All the techniques of nursing care were 
incorporated into a procedure book, which tells 
the object of a procedure, the materials used in 
carrying it out ,and how it is carried out. They 
have been in constant use, with progressive changes, 
for a period of five years. They have stood the 
scrutiny of trained eyes. They have been simple 
enough to prevent the individual nurse from misin- 
terpreting, tearing down, or eliminating any part of 
them. They have been the means by which we have 
cared for 28,072 adults and 24,451 babies. 


The Control of Infection in the Nursery 


Hospitals, both general and special, feel that the 
bugbear in nurseries is infection, and that “Enemy 
Number One” is impetigo. We feel that impetigo 
can be controlled, if not entirely eliminated, by a 
rigid nursery technique, carried out by a well trained 
and carefully supervised nursing personnel, together 
with the full cooperation of the attending and intern 
staffs. 


For the year 1935, our nursery census was 5,283, 
with sixteen cases of impetigo, which we feel is a 
very low incidence. Our observation nurseries play 
an important part in this control. The nursery 
nurses are constantly looking for rashes, discharg- 
ing eyes, thrush, or other evidence of infection. As 
soon as any such condition is detected the baby is 
immediately transferred to the observation nursery. 
This transfer is made routinely. The baby must re- 
main in this observation nursery until the laboratory 
either confirms or denies the suspicion. The pedi- 
atrician then decides whether the baby is to return 
to its original nursery or be sent to the Septic 
Nursery. 


The Nurse Educational Program in the Maternity 
Hospital 


Experience has taught us the real value of 
education in the field of obstetrics, not only for the 
student, but also for the entire nursing staff and the 
subsidiary workers. Our staff educational program 
consists of group conferences, classes, monthly staff 
conferences, and presentation of all new nursing 
procedures when they are being instituted. 

The supervisor and her two assistants are respon- 
sible for their entire department, the nursing care of 
the patient, and supervision of the carrying out of 


the doctors’ orders. In addition, the supervisor is 
classified as a teacher, and her part in our educa- 
tional program is the responsibility of helping the 
student correlate theory with the practice of the 
nursing arts. We are constantly fostering in her 
an appreciation for, and the utilization of, oppor- 
tunistic teaching. She also trains and supervises 
subsidiary workers assigned to her department. 


Our nursing school is conducted for the graduate 
and the undergraduate student. Observation and 
experience have taught us the wisdom of separating 
these groups. With few exceptions the graduate 
student has had sufficient basic training to receive 
the advanced, rather than the fundamentals of ob- 
stetric nursing. 


Our graduate students come from all parts of the 
country, at all ages, and from hospitals large and 
small, consequently their basic preparation varies. 
The recent graduates register with us because they 
realize the value of additional training in a chosen 
field. The demands of the obstetrical staff, as well 
as the recommendations or requirements by the de- 
partments of nursing, that the obstetrical division 
in the general hospital be supervised by a nurse 
who has had a post graduate course, often brings 
us the earlier graduate. In many instances she 
comes to us after she has had charge of an obstetri- 
cal division for many years. Then she becomes a 
real challenge to us in our education program. By 
enriching our curriculum to meet these needs we 
feel that the nurse ought to be able to return to a 
general hospital with a good working knowledge and 
appreciation of the science of obstetrics and obstet- 
ric nursing. 


Our director, who is fundamentally an educator, 
has always been ready and willing to give his time 
and guidance to our nursing department and to its 
educational program, and it is largely through his 
efforts and cooperation that our progress in obstetric 
nursing education has been made possible. 


In conclusion, I would say that to adequately 
care for the obstetrical patient in the general hos- 
pital, the requirements as set forth by the American 
College of Surgeons, in its report on Hospital 
Standardization, must be met by all hospitals. But 
to meet these requirements is not enough. All who 
enter the general hospital, the medical staff, nursing 
personnel, hospital workers and the general public, 
must be educated to a degree where they will ap- 
preciate the necessity for the rigid rules regulating 
the obstetrical department and it is only when the 
general hospitals meet these requirements, and the 
hospital personnel enforces them, that the obstetri- 
cal patient will enjoy adequate care. 
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Adequate Care of the Obstetrical Patient 
in the General Hospital from the 
Standpoint of Administration 


Charles S. Woods, M.D. 
Superintendent, Saint Luke's Hospital, Cleveland 


The hospital administrator must be primarily con- 
cerned with and devoted to the adequate care of 
every patient in all departments of the institution for 
which he is responsible. There is a difference, how- 
ever, between the operation of the obstetrical depart- 
ment and the medical department or the surgical 
department. 


The Improvement of Maternity Care in General 
Hospitals 


It is not possible adequately to care for the ob- 
stetrical patient in the same general way in which 
medical and surgical patients are hospitalized and 
treated, and the best evidence at hand that this is 
true is the record of the care of the obstetrical cases 
in general hospitals up to a recent time when the 
hospital administrators and obstetricians began to 
recognize that if the obstetrical patient was to be 
properly cared for in a general hospital, certain con- 
ditions must be met which are not required for the 
care of medical and surgical cases. It is undoubtedly 
true that the care of the obstetrical patient today in 
both maternity hospitals and obstetrical departments 
of general hospitals is far better than it was twenty 
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years ago, and our records of maternity cases will be 
perhaps the best evidence that can be found ten years 
hence of the efficiency of our methods. 


Physical Isolation of the Maternity Division Is 
Imperative 


The administrator can conduct safely an obstet- 
rical department in a general hospital only when it 
can actually be physically isolated. The first condi- 
tion which the administrator should insist upon and 
which he does not require for the medical and sur- 
gical departments is actual physical isolation of the 
department. He cannot safely conduct an obstetrical 
department if this fundamental requirement is not 
fully met. There are hospitals today that do not 
attempt to exclude the maternity department from 
the remainder of the hospital but actually use other 
sections of the hospital for obstetrical cases. It is 
possible to find post-partum cases in surgical and 
medical wards. The delivery rooms must likewise be 
separated from the general surgeries. The details 
are unimportant at the moment. The general prin- 
ciple must be observed. 


The Selection of a Competent Chief of Service 


Only second to physical isolation is the necessity 
for a competent head of the department or chief of 
the obstetrical service. I know quite well how diffi- 
cult this requirement is in many institutions, and 
doubtless the difficulty some institutions would have 
in substituting the plan of a head of the department 
for their plan deters them from taking the step. Yet 
the condition is so fundamental that whatever re- 
sistance there may be to it in any institution, the 
administrator should be equally determined to secure 
adequate direction of the specific obstetric activities. 
I am sure that a permanent head or director whe will 
in time develop such routine as will most surely 
safeguard the patient is indispensable and the sound- 
est plan that has been conceived for the safe care of 
the obstetrical patient. There is scarcely an institu- 
tion anywhere that has a sufficient number of well 
qualified men in its obstetrical department to serve 
well in the capacity of head of the department for a 
period of six months or a year, and then to vacate 
his position to some one else. It may safely be said 
that the plan of appointing men periodically to the 
position of head or director of the department is far 
more vicious than the same plan in any other depart- 
ment in the institution. It requires years of experi- 
ence and observation to know the safest ways of 
meeting all the problems, emergent and routine, 
which arise in the obstetrical department. It is diffi- 
cult to believe that any obstetrical department can be 
well organized and efficiently conducted without a 





director or head whose tenure of office is not subject 
to frequent changes. 


The Cooperation of the Obstetrical Staff and the 
Hospital Administrator 


Conditions very frequently arise in the obstetrical 
department which jeopardize the comfort and even 
lives of other patients and unless there is the most 
radical and drastic action on the part of the head of 
the department and the administrator the elimination 
of the danger may be incomplete. Two years ago in 
a city of a million people in this country a condition 
developed in one of the large hospitals which resulted 
in the death of about five women. The verdict was 
that no one was to blame. It is true that no one was 
consciously to blame. It is equally true that some- 
thing did happen and it might possibly have been 
prevented. 


It is quite true that the attending obstetricians and 
members of the staff and the administrator can be 
deeply impressed by conditions which may develop 
with amazing rapidity and which can only be dealt 
with successfully by extreme measures. A depart- 
ment whose head or chief is timid in the presence of 
such a condition and whose subordinates are of a 
divided mind, as to what should be done, may very 
greatly complicate the administrator’s problem. It 
is equally true that an administrator, who is timid 
when he is confronted with a condition which re- 
quires him to take such steps that will cost money 
and temporary loss of business, and great inconveni- 
ence to patients and friends, may seriously interfere 
with the head of the department and his associates in 
the discharge of their duties. It is not always possible 
to have complete agreement as to causes, effects, and 
remedies, and when positive definite information is 
not at hand and doubt exists there should not be any 
opposition to the most drastic thing if it appears that 
that will protect the patient. 


Cooperation with Public Health Officers 


The obstetrical department must be ever alert to 
the necessity of close cooperation with the public 
health officers. It requires courage on the part of 
the administrator, upon whom the responsibility for 
decision as to what steps to take will usually rest to 
do the drastic thing such as the transferring of 
patients, closing a portion of the hospital, ceasing to 
receive patients for a period of time, and providing 
private nurses at hospital expense, but, they must be 
taken fearlessly when the life of .the patient is in 
danger. There must not be any equivocation about 
expense, and about the feelings of the patients, rela- 
tives, or doctors. The administrator must have the 


courage to do his duty. However, he must keep in 
mind that the public health officers have the law on 
their side, and he is safest when he is acting in per- 
fect harmony, and cooperation with them no matter 
what his own opinion may be. It has been the ex- 
perience of health officers that the administrator may 
resist a severe restriction which is placed upon the 
obstetrical department, and incline to temporize with 
the situation in the hope that nothing will happen. 
Such an attitude on the part of the administrator is 
extremely unwise and dangerous. It is true that the 
health officer may make an error in judgment and 
advise unwise or even unnecessary procedure but he 
can only be held responsible when his advice is ac- 
cepted. The administrator should always be in a 
position to defend his own acts. He should divide 
the responsibility of any far reaching and radical 
action with the health officers and members of the 
obstetrical staff. There are sometimes honest dif- 
ferences of opinion about the possibility of infection 
in certain instances in the obstetrical department. 
The administrator can only be safe when he takes 
the position that no matter what the differences of 
opinion are, if there is the slightest possibility of in- 
fection, the actual or potential cause must be 
promptly and completely removed. This one lesson 
in a series of lessons in the administration of the 
obstetrical department is likely not to be forgotten by 
any man who has actually experienced it. 


The administrator should be cooperative enough 
to approve the regulations and requirements which 
the head of the department and his subordinates 
recommend for the care of patients. In some in- 
stitutions general surgeons are usually called upon 
to do caesarean sections and other difficult surgical 
obstetric work. In other institutions, the general 
surgeons are not even permitted to do caesarean sec- 
tions in the obstetrical department because it is be- 
lieved by some very careful obstetricians that the 
mortality of patients having caesarean sections done 
by the general surgeons is higher than when the 
patients are operated on by well trained obstetric 
surgeons or surgical obstetricians. The administra- 
tor cannot take both sides of the question. Clearly 
he must support the position of the head of his de- 
partment even in the face of the fact that all over 
the country general surgeons are doing obstetrical 
surgery in the hospitals. I cite this as a very good 
example of a question whose answer may rest with 
the administrator but which should be answered by 
him only when he can agree with the head of the 
obstetrical department. 


The administrator must take the responsibility for 
excluding from the department men whose prepara- 
tion to do major obstetrical surgery is inadequate. 
The regulations should be made by the head of the 
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department with the approval of the administrator. 
The administrator must enforce them, first because 
it is hardly fair to require the head of the department 
to take the responsibility for the exclusion of men 
who will surely say they are well enough trained to 
do major obstetric work and are permitted to do it in 
certain institutions, but are also in competition with 
the head of the department. 


The Ohio Hospital Association and the Hospital 
Obstetric Society of Ohio make use of an agreement 
which physicians, who are not limiting their work to 
obstetrics and who wish to work in the hospital, 
are asked to sign. The agreement provides that the 
physician will conform to the rules and regulations 
of the hospital which are for the good of the service 
or the benefit of the patient and that the care of his 
patients in the obstetrical department shall be subject 
to intervention, supervision and control by the direc- 
tor of obstetrics whenever in the judgment of the 
director such intervention, supervision or control is 
advisable for the welfare of the patient. This seems 
to me to be a very important step in the program 
which has for its objective the safe care of the 
mother and child. I think that it is true that we 
have been too timid in our efforts to improve ob- 
stetric service. One might anticipate that physicians 
would resent the requirement that they should sign 
such an agreement. Why should they? It is a fact 
that obstetric service can be improved and it is 
equally true that it can be done only if the adminis- 
trator of the hospital has the authority and courage 


to lift the requirements of his institution. It is not 
quite fair to expect the obstetricians to bear the 
criticism and resentment of their colleagues because 
certain restrictions must be enforced. 


The Obstetrical Department Must Be Sellf- 
Contained 


The obstetrical department must be pretty largely 
self contained. Intercommunication and exchange 
of equipment must be forbidden. Nurses must not 
be called from general medical and surgical floors to 
work in the obstetrical department without proper 
preparation. Before nurses begin their work, visible 
parts of the body must be inspected by the doctor or 
a competent head nurse. No person should be per- 
mitted to be on the obstetrical service who has a 
sore throat, cold, or other infectious condition. Many 
institutions seem to overlook these important points 
and yet they must be observed if we are to eliminate 
all possible source of danger. The obstetrical de- 
partment is then in the hospital but not of it. The 
administrator must indeed think of the obstetrical 
department as a separate unit in every detail and 
must administer it if possible as such, but still as a 
part of the institution. It is sometimes difficult for 
the administrator to accept this requirement because 
he will be compelled to do things for this department 
that he cannot do for others, and yet, he must ever be 
guided in his judgment and decisions by one objec- 
tive, that is, to protect the patient in every possible 
way and at any cost. 








The Resolution on “Compulsory Com- 
pensation of Hospitals in Motor 
Accident Cases” 

Mr. Fred L. Whitney, president of the Board of 
Trustees of the Victory Memorial Hospital, Wau- 
kegan, Illinois, submitted a resolution on “Compul- 
sory Compensation of Hospitals in Motor Vehicle 
Accident Cases” at the Trustees’ Section at the 
Cleveland Convention. The Trustees’ section cer- 
tified the resolution with its approval to the Commit- 
tee on Resolutions. The Resolutions Committee in- 
corporated in its report a resolution covering the 
purpose of Mr. Whitney’s resolution, which was ap- 
proved by the Convention. 

nndciitiaegidas 
Urea in Wound Healing 

When Dr. Baer introduced the use of maggots 
to promote the healing of infected and indolent 
wounds, it was at first believed that their scavenger 
activities were the principal source of their benefit. 
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But further observation of the maggot treatment 
gave rise to the belief their benefits could not all be 
accounted for on this basis, that there was evidence 
of some further and quite specific healing action. 

Investigation showed that the maggots excreted 
large quantities of allantoin already recognized as a 
healing agent. The close chemical relation of allan- 
toin to urea led to the examination of this substance 
as a wound healing agent. It was found that in 
two per cent solution in sterile wlater, and applied 
directly to the wound, it was followed by relief of 
pain and rapid healing of varicose and diabetic 
ulcers, carbuncles, infected burns, mouth infections, 
osteomyelitis, and certain skin infections. 

Urea is cheap—fifty cents a pound—and the solu- 
tion is bland, colorless and odorless. It has no bac- 
tericidal action, but its healing effect results from its 
stimulation of the growth of new healthy tissue. No 
ill effects have been observed. 

(Dr. William Robinson, U. S. Department of Agri- 
culture, in American Journal of Surgery) 





The Eight-Hour Nursing Day 


SISTER M. LAURENTINE, R.N. 
St. Francis Hospital School of Nursing, Pittsburgh, Pennsylvania 


ae as they relate to the care of the 
sick, are not measured by the size of the hospital, 
nor by its location, but rather by the sense of re- 
sponsibility of those who set themselves up as 
guardians of the community’s health. The American 
Hospital Association, through its members, pledges 
itself to secure for the sick in our hospitals the 
essentials of good hospital nursing service; the 
American Nurses’ Association, through its members, 
accepts the challenge, and is cooperatively active in 
its efforts to secure for every patient the best pos- 
sible nursing care. 


Ideals of Nursing Are Conservative 


Ideals of nursing, like those of medicine, are 
bound up in traditions strongly conservative. We 
fully appreciate the value of this conservatism which 
we have inherited from our preceptors in the medi- 
cal profession—it acts as a safety valve to prevent 
our accepting or promoting, without careful study, 
movements that are new and appear a bit radical. 
However, we must not let traditions bias us lest they 
obscure our vision and interfere with progressive 
plans which calm reasoning tells us are both forward 
looking and laudable. 


Long hours of duty in any type of nursing service 
cannot be defended on any logical grounds. Nursing 
education does not develop any unusual powers of 
endurance, and therefore, after a certain period of 
service, there is undoubtedly a let down in our 
capacity to do good nursing. 


The Expense of Fatigue 


Industry has long since learned that fatigue is an 
expensive by-product, and they have profited by the 
knowledge. Forty hours a week is considered ade- 
quate, and there is a tendency to lessen that. Com- 
pare such a schedule with the eighty-four hour week 
of the nurse working twelve hours a day, or the 
one hundred forty hours per week of those on 
the so-called twenty-hour schedule. Perhaps some 
are thinking that the nurse does not work all of the 
twelve or twenty hours; but I would remind you 
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that she is on duty, and therefore responsible for 
the patient, which responsibility cannot but entail 
anxiety and fatigue. Would we have a bookkeeper 
or a clerk on duty that long, even though they were 
not keeping books every minute? Or would we have 
them wakened from a sound sleep to post ledgers or 
type important letters? And nurses are assuming 
responsibility for human lives, not merely accounts 
in which mistakes may be rectified. 


Eight hours a day for nurses on special duty, and 
for many institutional workers, means fifty-six 
hours per week. This is considerably beyond the 
hours for skilled labor and trades, and again let us 
measure the difference in the responsibilities of these 
professional women against other types of workers. 
This comparison is made merely to emphasize how 
obviously absurd is our estimate of values. 


I am not presuming to explain the reasons why 
nurses should have an eight-hour day, six days a 
week. Neither am I attempting to analyze the re- 
luctance of some hospital administrators and boards, 
as well as physicians, to introduce this program for 
the benefit of their patients. There has always been 
an atmosphere of heroism and self-sacrifice sur- 
rounding the care of the sick, and far be it from me 
to depreciate this spirit of altruism which has in- 
spired large numbers of young women to select 
nursing as their career. We can still maintain it, 
but at the same time we can do a better job in the 
promotion of sane health standards in the interest of 
our nursing staff. 


The members of this organization are thoroughly 
imbued with their responsibility to promote the health 
of the community, but does it not seem paradoxical 
to emphasize these health principles to the public, 
and at the same time support a system which requires 
nurses to work to the point of fatigue and some- 
times beyond. 


The Professional Mortality in the Private 
Duty Group 


The introduction of this program for hospital staff 
and student nurses has been a bit easier than for the 
private duty group, for whom, however, it is equally 
important, as they have been woefully inhibited in 
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their desires to make social contacts. Their pro- 
fessional life is, too, somewhat shorter it seems, as 
the long hours, and sometimes intensively close asso- 
ciation with patients, demand much giving of the 
nurse herself, and the professional mortality is very 
heavy. Private duty nurses working on the eight- 
hour plan are frank to say that they now realize 
how impossible it is to give good nursing service 
continuously over a twelve-hour period; their best 
has been rendered at the end of eight hours. 


Nurses have been criticized for not being actively 
interested in social, educational, community, and re- 
ligious affairs. How much could they participate 
when they work twelve hours, travel back and forth 
two hours, and have ten hours left for rest, recrea- 
tion, and other responsibilities. They are expected 
by patients to be familiar with current topics, new 
books, plays, movies, politics, and fashions; in fact 
to have the cultural knowledge of a teacher whose 
working week is from sixteen to twenty-four hours. 


Is it essential that a nurse have this knowledge? 
Most assuredly, for its value to her patient, as well 
as the enrichment of her own life; but she must have 
some leisure in which to acquire it. It is impossible 
to lump social obligations, education, and religion, 
in a three or four days’ orgy at the end of a case. 
These interests should be balanced with work in 
order to be effectual, and every woman should have 
the opportunity to make normal contacts which are 
consistent with her age and ambitions. 


Nursing Education as a Preparation for Life 


This nursing education, perhaps more than any 
other type of education, is a valuable preparation for 
life. Most young graduates look forward to estab- 
lishing a home of their own in the not too distant 
future, where as wife and mother they may apply 
the principles of health in a particularly effective 
and satisfactory manner. Our present system de- 
cidedly inhibits this very laudable ambition—long 
hours of work create an uncertainty of plans, and 
the nurse has no definite time for making social en- 
gagements. For this reason many young women 
decline invitations; they must work, and of the two 
things, the question of work seems the more impera- 
tive. 


Nurses do want a shorter day; those who do not 
are either selfish or self-sufficient. For the older 
women in the profession it is especially advantageous, 
as it markedly delays the retirement age, which is 
now too early. From our own experience of two 
and a half years we are convinced that the nurses 
are happier, and are well satisfied in spite of the 
fact that their income has been decidedly reduced. 
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Patients, too, are satisfied, and this is the keynote 
of success in this program. The financial side is 
negligible, as either there is no increase at all in 
the cost of twenty-four hour service, or it is so 
slight as to carry little or no weight in the argument 
for or against the plan. Furthermore, the three 
divisions in twenty-four hour. service make possible 
an earlier curtailing of expenses, if so desired. 


As to hospital executives, school administrators 
and physicians, in the last analysis, is this matter 
of hours for the private duty nurse really our 
affair? The nurses are courteous in presenting it to 
us, and we value their confidence, but our concern 
is chiefly that the patients are given good nursing 
care, and when that is being accomplished we should 
be willing to break away from traditions that have 
nothing but sentiment to commend them. Regard- 
less of the size of our hospital, and its location in 
town or city, we can certainly afford to meet stand- 
ards that are essentially fair, and consistent with 
the objectives that modern medicine and modern 
hospitals are promoting—health protection, illness 
prevention, and a wholesome interest in the social 
well-being of the members of our community. 


In conclusion I want to say that the best and only 
way to begin the eight hour day is: 


For those of you who are convinced of the 
justice and fairness to all concerned—BEGIN 
IT NOW 


For those who believe in it, but are not con- 
vinced that it will work out in their particular 
situation—TRY IT 


For those who do not believe in it, but who 
are willing to be converted—EX PERIMENT 
with it, making a study with controls 


For those who do not believe in it, who do not 
wish to be informed about it, who consider it 
an impossible and a radical plan, who will not 
accept the testimony of those who have had 
experience with it—if there should be any such 
in this organization—I would suggest that they 
try on themselves an eight-hour schedule, and 
use some of the leisure thus acquired to catch 
up with the march of time; to develop their 
imagination, to broaden their vision, and to keep 
in step with progressive and necessary changes 


in community interests. 
onsen. .caaminennnal 


The Samuel Merritt Hospital, Oakland, California, 
is building a new three-story wing costing about 
$100,000. The new wing, which will be fireproof 
and earthquakeproof, will house six air conditioned 
operating rooms, an addition to the maternity depart- 
ment, a new clinical laboratory, a pharmacy, and 
additional private rooms. 





Primary Functions of a Public Hospital 


D. L. RICHARDSON, M.D. 
Superintendent, Charles V. Chapin Hospital, Providence, Rhode Island 


I. DISCUSSING what diseases or classes of 
patients should be cared for in public hospitals and 
private charity hospitals several factors must be 
taken into consideration. It is important to study 
the history of public and private charity hospitals. 
Consideration must be given to the diseases which 
require hospitalization and the extent of this need. 
It is essential to take into consideration the pros- 
perity of a given locality for on this depends the 
amount of money that is available from private gifts 
for hospital purposes. It is very necessary to give 
consideration to the kind of diseases in which physi- 
cians are sufficiently interested to devote their time 
and energy without direct compensation. Due 
thought must be given to the degree of philanthropic 
spirit exercised in any particular locality. And 
finally, study should be made of the degree to which 
the patients in general are able to pay their own 
hospital bills, or at least contribute substantially 
toward meeting them. 


The Development of Hospitalization 


If one looks into the early development of hos- 
pitalization of the sick, it will be found that the sick 
people were housed in almshouses and places for 
the segregation of epidemic diseases. Little or no 
distinction was made between the aged, the infirm, 
mental patients, and those afflicted with surgical and 
medical diseases which might be more amenable to 
treatment. The conditions under which the sick 
were cared for in these institutions, in the middle 
ages for instance, are well known to every person 
familiar with hospital history. To improve the care 
of those in such institutions for indigents who need 
more medical and nursing care, and to extend such 
care to those above the status of destitution, church 
and privately endowed hospitals were gradually 
established. 


Private charity hospitals have never felt it in- 
cumbent upon them, to any great degree, to take care 
of the mentally sick, patients ill with contagious dis- 
eases, and those incapacitated by chronic diseases. 
The public has been pretty well educated that care of 
such patients is a public responsibility. As a result 
there are something like a million beds for the care 
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of mental diseases alone in this country. This num- 
ber of beds about equals the number of beds avail- 
able for treatment of all other kinds of diseases. 


Almshouses in this country have existed since its 
early history. They have.housed both the sick and 
the infirm. For many years now, states, counties, 
and cities, have provided increasing accommodation 
for the chronically sick in institutions or hospital 
buildings where they could receive better and more 
skillful: medical’ and nursing care. This movement 
aims to separate the infirm from those who are 
chronically ill and who might be helped back to 
health or made more comfortable during their re- 
maining days. Some very fine state and county hos- 
pitals have been built in recent years for this pur- 
pose. Many of these chronic cases can be partly, at 
least, rehabilitated. 


The Increased Burden of Caring for the Chronic 
Sick 


The burden of caring for the chronically sick has 
been increased during the last thirty years. As long 
ago as this the average hospital residence in the 
private charitable hospitals was about thirty days. 
Now the average stay is about ten to fifteen days. 
This has been brought about by increased practice 
of going to the hospital for all kinds of illness, even 
for minor illnesses, and by the improved surgical 
and medical treatment. In spite of the fact that 
private hospital beds have increased sharply for the 
care of private, part-pay, and free cases, it has been 
found necessary to curtail the hospital residence of 
all patients, so far as possible, and naturally this 
particularly affects the cases which should be hos- 
pitalized for some time to get results. Such cases 
must be sent to chronic hospitals, convalescent hos- 
pitals, or home. .Many of these cases are now 
classed with chronics although most of them can be 
rehabilitated. The financial resources of the private 
hospitals can go only so far, and it is only right that 
they should confine their attention to cases that can 
be helped most in a short period of time. 


The Role of the Voluntary Hospital 


The burden of caring for the accepted general hos- 
pital patient has, so far as large cities are concerned, 
been too great for the privately endowed hospitals. 
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Almost all large cities support general hospitals. The 
degree to which the cities must assume this responsi- 
bility depends largely upon the prosperity of that 
particular locality. The voluntary general hospital 
has prospered in the United States to an amazing 
degree until all cities and many small town districts 
are served by hospitals largely sponsored by philan- 
thropic individuals. For the most part they are the 
best equipped hospitals. They have the best physi- 
cians and surgeons. They have the best nursing 
service and administration. The results of the finan- 
cial depression in recent years, however, has raised 
the question as to whether the privately endowed 
hospital is, by the force of financial circumstances, 
to seriously curtail its work. These hospitals have 
been in desperate need generally throughout the 
country and have asked for and received money 
grants from public taxes in a great many places. 
During the last year or two receipts from patients 
have increased so much that at the present time the 
outlook is brighter. However, whether the privately 
endowed hospital is to continue the good work that 
it has carried on and built up, during the last thirty 
or forty years, will depend entirely upon the future 
prosperity of the country and the ability of those 
who are charitably inclined to find the necessary 
funds with which to carry on. 


A helpful movement is developing to assist the 
city or town in its hospital problem through the 
establishment in the privately endowed hospital of a 
prepayment plan for hospital expense. This may, if 
sanely developed, not only assist the private endowed 
hospital but may also prove to relieve the taxpayers 
of some of the responsibility which they otherwise 
would have to bear. 


It would be most unfortunate if the privately en- 
dowed hospital should fail to receive the kind of 
support it has received in the past. The very attitude 
that some of these hospitals have been obliged to 
assume during the depression, of applying for and 
receiving money from the city or state, is bound to 
have its effect upon those who have in the past con- 
tributed generously to the support of private hos- 
pitals. They argue that “If the state WILL do it, 
why should WE contribute?” It would be most 
unfortunate if the American philanthropic spirit 
should be killed under the influence of the slogan, 
“Let the state do it,” or that the financial condition 
of the country should actually force such an attitude 
upon givers, 


The Hospital's Obligation to the Physician 


The privately endowed hospital, and as a matter 
of fact the general hospital operated by city or 
county, financially could not carry on under the 
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present circumstances were it not for the voluntary 
services of the practicing physicians who receive 
nothing for the care of ward cases. In displaying 
a willingness to do this the physician naturally hopes, 
by experience and pride in his work, to be benefited. 
Naturally there are certain diseases which do not 
interest the average visiting physician, and these in- 
clude particularly chronic types of illness. Surgical 
work appeals much more than general medical work 
to the average physician, and this too has a deter- 
mining effect upon the kind of patients who are 
cared for in general hospitals. The administration 
often finds itself more or less compelled to discharge 
cases that the staff are not particularly interested in, 
in order to make room for more acute cases. 


Another consideration must be dealt with, namely 
the ability of the patients in any community to pay 
for their medical services. Here again the question 
of prosperity rises. This ability applies not only 
to those who are able to pay for full services as 
private patients, but also to those who can contribute 
more or less substantially at less than cost price. 
The average person would like to pay his own bills. 
Unfortunately, there has always been an element, 
and that element is perhaps increasing, which is quite 
willing to let someone else assume responsibility. 
Certainly people should be taught and urged con- 
stantly to assume the responsibility of their own 
medical service, including hospital accommodations, 
just so far as it is possible for them to do so. If 
they are willing and anxious to do this, then those 
who are financially able are willing to help out to 
make up the difference. 


In a great many cities the patients admitted to 
public general hospitals are not asked to contribute 
anything whatever for the services which they re- 
ceive. Even in city hospitals it would seem that this 
attitude was open to criticism because it does cer- 
tainly have a pauperizing effect. Every person should 
certainly assume financial responsibility for care in 
public hospitals, as well as in private charity hos- 
pitals, just so far as it is possible for him to do so. 


The Custodial Care of the Insane 


The question of the custodial care of the insane 
has already been settled. It is generally accepted as 
a state problem, and over a period of years a great 
improvement has taken place in the hospitalization 
of the insane. These state institutions are usually 
located in more or less isolated districts and draw 
their patients from quite a wide area. It is im- 
possible for them to reach out, with any degree of 
efficiency, without tremendous expense to look after 
the early stages of mental disease in the inhabitants 
of the area from which they draw their patients. 





Here is a problem which should be met either by a 
city hospital, or else by a general hospital perhaps 
subsidized by the local community. The modern psy- 
chopathic hospital has been in existence for a good 
many years now and, although the value of it has 
been well established, the number of such hospitals 
or hospital units of this character is still quite lim- 
ited. If the city has a city hospital, this is a proper 
function for it to assume and if not, it is the proper 
function for any local privately endowed hospital to 
assume with the financial assistance of the com- 
munity. 


The Care of Contagious Diseases 


If a city or town has a city hospital, there should 
be wards for the care of contagious diseases so far 
as these patients need to be hospitalized. If a town 
or city has no city hospital and there is a local 
privately endowed hospital, it is entirely safe and 
feasible for such a hospital to care for contagious 


diseases in properly equipped and properly managed — 


wards, and to be remunerated by the local com- 
munity for persons who need such hospitalization. 


Classed in this same problem of contagious dis- 
eases should be included the care of patients 
afflicted with venereal diseases. Here again the gen- 
eral hospital, which in times past has fought against 
taking care of venereal diseases, particularly in their 
transmissible state, could with safety, under modern 
conditions, assume responsibility for their care in 
case there is no local city hospital. Under such con- 
ditions the city or town should be expected to meet 
the necessary expense or a greater portion of it at 
least. 


For the sake of efficiency and economy in the 
smaller cities, it is advisable for the city to subsidize 
local hospitals so far as possible in the treatment of 
acute medical and surgical conditions. Even in large 


cities where there is a city hospital, it is good busi- 
ness for the city to subsidize on a per diem basis or 
appropriated funds to private charity hospitals, as 
much as they actually need to carry on the kind of 
work which they are best fitted for. Of course, if 
the city is large enough to warrant building a general 
hospital, then this should be done. In this country 
there are quite a number of splendidly built and won- 
derfully equipped city institutions, but ‘unfortunately 
the administration of some of these hospitals is very 
much hampered and harmed by the fact that they 
are publicly owned hospitals. Economically, also, it 
is wiser to subsidize some privately endowed institu- 
tion for the care of the indigent sick suffering from 
acute surgical and medical conditions. 


It is much more than a coincidence that the Ameri- 
can plan of hospitalization has grown up to be the 
most extensive and the most efficient possessed by 
any country in the world. It has been brought about 
by a close cooperation between privately endowed 
hospitals and city and state institutions, each working 
within its own proper sphere. Great benefit has 
followed the lead of the privately endowed hospital 
because in a general way they have been the leaders 
in quality of medical service rendered to the sick. 
These demonstrations have made the people con- 
scious that their own public hospitals should ap- 
proach these privately endowed hospitals in accom- 
modations and service. It would be too bad to break 
up this piece of teamwork and to see the state largely 
assume the responsibility. This cooperation may be 
said to be the American plan. Readjustments must 
be made from time to time in every hospital center 
in order to provide adequate care of the sick and 
injured. To recast the whole general hospital pro- 
gram, to meet a desire on the part of some people 
to throw all the burden on the city or state, would 
be most unfortunate not only from an economic 
standpoint but also because the quality of service 
would sooner or later deteriorate. 








A Gift to Wesley 


Mr. George H. Jones, founder and president of 
the Inland Steel Company, has given Wesley Hos- 
pital in Chicago over $1,000,000 to make possible 
the inauguration of a building program for a new 
hospital center. The proposed center will be lo- 
cated adjacent to the campus of Northwestern 
University and it will be in close affiliation with its 
College of Medicine. 

Through this benefaction Wesley Hospital will be 
able to greatly increase and extend its service to 
the community. But more than that, it will pro- 


Memorial Hospital 


vide the means through which Wesley Hospital can 
develop a kind of service which it has long had in 
mind, a service designed to benefit people of small 
or moderate incomes. The new hospital will have 
a large number of individual rooms at a minimum 
cost. 

Mr. Jones came to this country from England as 
a boy. He was at one time a clerk in an iron mer- 
chant’s office. He leaves his money where he made 
it, and for the most useful purpose of building a 
hospital for the benefit of a class upon whom hos- 
pital costs have always fallen the hardest. 
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Discharge Service of the Boston 
Floating Hospital 


FRANCIS C. McDONALD, M.D. 


The Boston Floating Hospital, and the Tufts College Medical School, 
Boston, Massachusetts 


O. THE DAY OF DISCHARGE from children’s 
hospitals most parents are almost as eager to obtain 
information on how to keep their children well as 
they are to take them home. 


Ineffective and incomplete discharge service as 
given to parents of ward patients in children’s hos- 
pitals may be secondary to a tendency to see and 
study specific illnesses of a large number of in- 
dividuals as units separated from their environment. 
A more thorough study of fewer patients as related 
members of a family or community enlarges the 
scope and value of the information obtained and 
teaching given to the individual upon discharge. 


From the date of the reorganizing of The Boston 
Floating Hospital in 1931 a constant effort has been 
made to correct the common faults of discharge 
services. This effort, we believe, has resulted in an 
increased efficiency in the service rendered to the 
community, the patient, and to the students asso- 
ciated with the hospital. Inasmuch as the success of 
this discharge service, the last official act of the 
hospital, depends upon a deliberate planning and 
training for this service from the moment the patient 
is admitted, it is accepted by all members participat- 
ing in the admission service that the study will be a 
thorough one. At the time of admission, and 
throughout the patient’s stay in the hospital, the re- 
sponsibility of the physician to the parents is em- 
phasized. This responsibility is definitely placed 
with one physician. The parents are adequately in- 
formed of each step and the need of their coopera- 
tion is impressed upon them. Duplication of effort 
and unnecessary tiring of the parents is avoided. 


Admissions 


All applications for admission are referred to the 
resident house physician who has had either one 
year’s rotating type of hospital service and one 
year’s service in a children’s hospital, or two years’ 
service in a children’s hospital before being given 
this position. He passes upon the medical require- 
ments for admission. 
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When the patient arrives the resident physician 
makes a brief appraisal of his condition, arranges 
for the comfort of the parents in the waiting room, 
and then assigns the patient to one of the assistant 
resident physicians (who has had one year of a 
rotating type of hospital service following his grad- 
uation from medical school) and a fourth year 
medical student. The resident introduces both in- 
dividuals as physicians. The student physicians are 
accepted and treated as an integral part of the resi- 
dent staff. They are taught by example and care- 
fully supervised with a definite effort to stimulate 
their courtesy and sympathy as well as their scientific 
interest. The parents are informed that Dr. A. R., 
(the assistant resident), will be directly responsible 
for the care of their child while he or she is in the 
hospital. Both Dr. A. R. and Dr. S. (the medical 
student) sit down with the parents and Dr. A. R. 
takes a brief history. When finished, he advises the 
parents that it will be necessary to obtain many more 
details of the patient’s life relating to other than his 
or her present illness. He prepares the way for 
Dr. S. by frankly telling the parents that the detailed 
history will require between one and two hours to 
take. It is briefly explained to them that the hospital 
staff is as interested in preventing other diseases and 
abnormal conditions as it is in treating the present 
iliness. At this time arrangements are often made 
between parents and physician for a brief interlude 
to permit the parents to obtain a lunch or to arrange 
for care of other children at home during this his- 
tory-taking period. During the interlude Dr. A. R. 
examines the patient. Dr. S. watches him and is 
informed of the more important findings. Dr. S. 
then returns to the parents and takes a detailed his- 
tory. On occasion the student visits in the home to 
obtain part of his information. 


Field Work 


Within forty-eight hours of the patient’s entry to 
the hospital the field nurse visits the home. She 
makes a first-hand study of the envirenment in 
which the patient lives. Her appraisal is valuable in 
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Group Teaching 


helping to prepare the home for the patient upon 
discharge. On selected problems, the physician visits 
the home with the field nurse. 


In addition to direct inquiry of the parents con- 
cerning previous hospital care, a routine request for 
medical and social service records of all members of 
that famliy is placed with the Boston Dispensary 
whose out-patient clinics serve many members of 
the families whose children are cared for by The 
Boston Floating Hospital. These records are all 
briefly reviewed by the assistant medical director in 
preparation for the conduction of a weekly con- 
ference. 


The Weekly Conference 


This conference is regularly attended by the 
assistant medical director, the resident house physi- 
cian, the assistant resident physicians, the medical 
students, the field nurse, and a representative of the 
social service and food clinic of the Boston Dis- 
pensary. The superintendent and the physician-in- 
chief of the hospital attend the conference whenever 
possible. 


The assistant medical director, or the resident 
house physician, regularly acts as chairman. In the 
presentation of the case they give the name and age 
of the patient, the salient medical and social findings, 
as recorded in other Floating Hospital or Boston 
Dispensary records of the patient or other members 
of the patient’s family. Next, the medical student, 
with encouragement from the physician in charge, 
recounts briefly the significant facts in the family 
history, family background, environment, and nutri- 
tional background. The assistant resident physician, 
who has direct charge of the patient, then adds addi- 
tional information, particularly that which is relative 
to parent and child cooperation, their reaction to 


hospital care and need of or possible receptiveness 
of educational plans. He also offers whatever recom- 
mendations he has for follow-up care or for further 
study of the family. 


Following the above presentations, the field nurse 
describes the environment as she found it. This 
system of pooling information stimulates the devel- 
opment of a more accurate type of history taking. 


A representative of the social service department 
of the Boston Dispensary attends the conference to 
give and receive information relative to patients who 
have previously received social service attention at 
the Boston Dispensary. This department is also 
instrumental in contacting selected families with 
sources of supplementary aid, and in giving other 
indicated services. 


After all the necessary data has been presented to 
the group there is a brief period for question and 
discussion. If, at the end of this period of discus- 
sion, it is evident that more information is desirable 
a final decision of the follow-up plans is delayed 
until the next meeting. When convalescent care in 
other institutions or foster homes is needed, applica- 
tions are generally made at the time of this appraisal. 
Delay in placement is thus avoided, and hospital 
facilities which have been provided for the care of 
the acutely ill are not used excessively for con- 
valescent care. Upon discharge from the hospital 
the patients are generally referred to the charitable 
organization or clinic that referred them to the hos- 
pital. However, when it is evident that the parents 


Inspection Preceding Visiting of Patients by Parents 
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can afford the services of a private physician they 
are referred to a physician of their choice, and efforts 
are also made to sever all of their charitable clinic 
attachments. The study of each family problem, as 
outlined above, has discouraged improper use of the 
resources of this charitable institution. 


If there is need for study of the family, in an 
attempt to discover a possible source of tuberculosis 
or similar disease, the written record of the con- 
ference’s work is not filed until this study has been 
completed and official records indicating such com- 
pletion are filed in the patient’s record. 


Parent Education in Preventive Measures 


If there is evident need for education in preventive 
medicine, nutrition, budgeting, care of infants, or 
other similar problems, the ability of the parents to 
make use of such educational effort is appraised by 
evaluation of past response to similar effort and by 
the assistant resident’s estimation of their responsive- 
ness to his teaching. Parents and children are fre- 
quently referred to the established educational 
agencies such as the Food Clinic of The Boston 
Dispensary or the State Habit Clinic. Inasmuch as 
the hospital facilities for intensive parent education 
are limited the most responsive parents are selected 
for special teaching exercises. 


In these exercises the assistant physician assigned 
to the patient and the nursing supervisor cooperate 
in teaching mothers how to handle some of the more 
difficult problems in their homes. A sharp decrease 
in rehospitalization of patients with severe infantile 
eczema has resulted following the giving of a series 
of such cooperative demonstrations to individual 
mothers before the anticipated discharge. 


Three subjects that receive considerable attention 
are nutrition, the prevention of spread of respiratory 
infection, and the treatment and prevention of minor 
behavior problems. 


An effort to obtain a practical as well as detailed 
nutritional history relative to the family unit arouses 
an interest in nutrition in all concerned with the care 
of the patient. The attitude that develops when 
every patient is studied from a nutritional point of 
view, even if the patient is admitted for a simple 
hernia repair, opens up wide fields for possible in- 
struction in preventive medicine. Instruction is 
given on daily ward rounds for the resident house 
staff and medical students by a full time instructor 
who is responsible to the professor of pediatrics of 
Tufts College Medical School for the type of in- 
struction given. Many practical demonstrations are 
also given by the dietitian, the instructor of nurses, 
the nursing supervisor, and the field nurse. 























Medical Social Service Conference 


The diet orders are written by the house physician 
to meet the need of each patient based on physio- 
logical requirements with a modification of the kinds 
and amounts of food that may be needed in special 
cases. This allows for variety within limitations by 
the dietitian, and makes the physicians orders more 
definite than ‘“‘regular house diet,” “soft solid. diet,” 
etc. 


The following diet orders for a nine-year-old child 
and a two-month-old infant will serve as examples: 


J. Jones, 9 yrs. old, weighs 70 Ibs. 
Protein : 
Milk one quart daily, four eggs a week, meat, 
fish or fowl one generous helping daily, beans 
or peas three times a week 


Minerals: 
Calcium—see milk 
Phosphorus—see milk 





Iron—see meat, fish, eggs, also give two help- 
ings of vegetables daily (not including pota- 
toes) (one vegetable preferably leafy) 

One helping of fruit daily 

Vitamins: 

A. See milk, egg, also give one tablespoonful of 

cod liver oil daily 

B. See milk, vegetables, fruit, also use whole 

cereals for breakfast food and bread 

C. See vegetables and fruit 

D. See cod liver oil 

Additional Energy Containing Foods: Add des- 
serts, starches or sugars to make caloric intake 
up to 1800 to 2000 calories per day. 

Fluid: Between five and eight glasses daily (in- 
cluding milk). 


Baby Smith, age 2 months, weighing 10 lbs. 


Protein: Evaporated milk........ 10 ounces 
Additional Energy containing 
ROIS 2 SUI 650 ohn 5 ONO Sos 1 ounce 


Fluid ia formula: Sterile water... 15 ounces 


25 fluid ounces 
Make into five feedings (6, 10, 2, 6, 10) 
Additional water to be offered between feedings 
Minerals : 
Calcium 
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Phosphorus—see milk 
Iron: no good source 
Vitamins : 

A. See milk; also one tablespoonful of cod 
liver oil to be given daily 

B. See milk, no other source 

C. Give two ounces of orange juice daily 

D. See cod liver oil above 


This method requires extra time. However, inas- 
much as the student nurses are given their lectures 
in nutrition by the resident physician, and each stu- 
dent nurse is required to serve for a period in the 
diet kitchen, the same system repeatedly reminds 
them, as well as the physicians and the medical 
students, of the essential components of the diets of 
the children who are entrusted to their care. Under 
this regime the diet is always adequate in itself or 
reinforced by medication, so that the amount of food 
constituents will satisfy the body’s needs, especially 
the protein, minerals, and vitamins. 


Each new group of house physicians, student 
nurses, and medical students is taught that talking 
forcibly and propulsively is almost as dangerous as 
is forceful and propulsive coughing or sneezing in 
the scattering of dangerous bacteria from the adult 
naso pharynx. While face masks are used fre- 
quently, students and parents are taught not to de- 
velop a false sense of security while using them. 
Simple demonstrations, such as speaking propulsively 
through a moist mask onto culture media, a black- 
board, or a mirror suggest the ease of transmission 
of droplet infection. The principle is adopted that 
the contents of the adult naso pharynx are always 
dangerous when transmitted to the less resistant 
upper respiratory tract of a small child or infant. 


Visiting Days 


On visiting days the parents wear gowns which 
cover their street clothes. Their hands are mittened 
Their throats are examined for 
No parent with an 


by blind sleeves. 
evidence of acute infections. 









acute common cold is allowed on the wards. In 
justice to the parents it must be said that since this 
system of examination has been instituted most 
parents with acute respiratory infections have not 
attempted to visit the wards. One-fifth of the 
parents examined during the first month after regu- 
lar nose and throat examinations was inaugurated 
were refused admission to the wards. A decrease in 
the outbreaks of new respiratory infections on the 
wards coincided with this practice, 


The thorough study of each patient includes an 
appraisal of his or her mental and emotional develop- 
ment. The food capriciousness of one patient may 
be handled entirely differently from that of another, 
depending upon an analysis of the causative factor 
behind these particular symptoms. Enuresis is 
handled in a similar manner. Training of convales- 
cent children toward self help and independence, 
and detailed attention to the use of spare time of 
the chronically ill, ‘avoids the mistake of returning 
a physically sound but emotionally “spoiled” child 
to a home. 


The above description of some of the hospital ac- 
tivities may indicate in general the type of planning 
used to provide an efficient discharge service. 


Discharge Summary 


Before a patient is proposed for discharge his 
house physician prepares a discharge summary. 
This summary is presented to the assistant medical 
director and assembled house staff when they gather 
together at eight o’clock each morning. The dis- 
charge summaries are slowly read aloud and then 
submitted with the whole record to the group for 
discussion and suggestions. The main questions in 
the minds of all members of the conference are: 
Has the hospital done all that is reasonably possible 
to do for the patient? What advice and what edu- 
cational plan should be offered? Is the home ready 
for the patient? Is the record in order for filing 
and ready for later clinical research? The discharge 
summary is considered as representative of the hos- 
pital and of the group. While the physician in 
charge of that patient prepares and signs the sum- 
mary, the group «s a whole are interested in how 
useful that representative piece of the clinic’s work 
may be to the family physicians or to other clinics 
who receive it. Discharge summaries are mailed out 
on the same day the patient leaves the hospital. 


Three mid-morning hours of each week are set 
aside for discharge service. Shortly before ten 
o'clock on these mornings the physician, field nurse, 
and dietitian meet together in the same pleasant type 
of room which is used for the medical social- 
economic conference. Here they discuss the detailed 
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outline of advice that is to be given to parents of 
the infants or children to be discharged that morning. 
The physician who helped admit the patient, who 
was directly responsible for his care, and who 
frequently discussed the patient’s problems with the 
parents during the stay in the hospital, greets the 
parents and conducts the meetings in a manner in 
keeping with the tradition of his profession. As the 
field nurse has previously visited in each of the 
homes the parents are well acquainted with two of 
the discharge group. 


The physician is in direct charge of the exercise. 
The field nurse and dietitian both of whom are ma- 
ture, experienced members of the permanent staff 
act as advisers upon his request. By attending each 
conference, the field nurse is more effective in her 
follow-up visits to the home as she is cognizant of 
the physician’s specific orders for specific problems 
and aids the mothers in their further clarification and 
in their fulfillment. 


The dietitian who purchases, prepares, and stores 
the food for the children in the hospital has valuable 


information of interest to give to the mother, who 
purchases and prepares food for her own children 
in the home. The experienced physician who has 
helped purchase, prepare, and store food is apt to be 
on a secure footing when he gives advice of this 
type. The younger physician who may have resided 
in the protected artificial hospital or medical school 
environment for five or six years needs expert help 
and advice in these matters, especially during his 
first six months of hospital service. One small seem- 
ingly insignificant bit of impractical advice given to 
a parent who is in a position to recognize its im- 
practicability may tend to destroy the parent’s faith 
in other more important advice. The house physi- 
cian graduating after a year’s experience of this type 
is apt to be well prepared for useful service, and his 
first private patient will not be likely to ask him, 
“What do you mean by a ‘regular diet,’ doctor ?” 


The response to the above cooperative effort has 
been effective. The hospital staff and students have 
all learned to serve the children, the parents, and 
the community in a more understanding manner. 








Personals 


Petoskey Hospital, Petoskey, Michigan, has an- 
nounced the appointment of Ethel M. Layman as 
superintendent to succeed Elizabeth C. Schneider. 


——_<——_— 


Linda M. Stuart, formerly with Welles Park Hos- 
pital, Chicago, Illinois, is now connected with Ingalls 
Memorial Hospital, Harvey, Illinois. 


—_—~_———_ 


Kittie McKelvey, formerly assistant superintendent 
of the Jewish Hospital, St. Louis, Missouri, has ac- 
cepted a position with the Springfield Hospital, 
Springfield, Illinois. 


———— 


Dr. W. H. Stevenson has been appointed acting 
superintendent of the Jefferson Davis Hospital, 
Houston, Texas, to succeed Dr. S. B. Hardy who 
resigned in September. 


a 


Charity Hospital, New Orleans, has announced the 
appointment of Dr. George S. Bel as superintendent 
to succeed Dr. Arthur A. Vidrine. Dr. Vidrine will 
remain dean of the medical center of Louisiana State 
University, which is on the hospital grounds. 
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Dr. Max Oates succeeds his father, Dr. T. K. 
Oates, as director of City Hospital, Martinsburg. 
West Virginia. Dr. Max Oates was a member of 
the faculty of Duke University. 


a 


Ancker Hospital, St. Paul, Minn., appointed Dr. 
Thomas Broadie as superintendent. Dr. Broadie has 
been acting superintendent since the death of Dr. 
S. R. Lee in August. 


——_———— 


Katherine C. Hall, who has held the position as 
superintendent of Fairview Hospital, Great Barring- 
ton, Massachusetts, for fourteen years, has an- 
nounced her resignation, which is to take effect the 
first of the year. 


ee 


Dr. J. W. Strayer has been appointed superintend- 
ent of the William Ross Sanatorium, La Fayette, 
Indiana. 


——_ 


Dr. Milton H. Foster has been appointed director 
of the United States Marine Hospital at Ellis Island, 
New York City. Before this appointment Dr. Foster 
was director of the United States Marine Hospital, 
Stapleton, Staten Island, New York. 





Organization of the Medical Service 
in an Approved Hospital 


GEORGE MORRIS PIERSOL, M.D. 
Philadelphia, Pa. 


7. PAST DECADE has witnessed noteworthy 
progress in the standardization of hospitals. In this 
movement, chief attention has been directed toward 
the surgical services in spite of the fact that, in any 
approved hospital, the medical division should oc- 
cupy a key position. Just as the less spectacular 
infantry is the backbone of an army, so in any hos- 
pital of considerable size, the foundation of the hos- 
pital organization should rest upon a firm medical 
basis. 


The Medical Service—A Diagnostic Clearing 
House 


The time has passed when a properly constituted 
medical service in a general hospital can afford to be 
organized in a haphazard manner. It should be un- 
der the direction of a group of men as carefully 
trained in medicine and its various subdivisions, as 
their surgical colleagues are in the surgical special- 
ties. The medical service should be equipped to 
carry out careful general examinations on all patients 
who are admitted to the hospital; even when they 
are suffering from, obviously, non-medical condi- 
tions, with the exception, of course, of surgical and 
obstetrical emergencies. The service should be or- 
ganized to act as a diagnostic clearing house for all 
complicated and doubtful cases, and, furthermore, 
it should be able to furnish to other services com- 
petent consultants in the various medical specialties. 
In short, an ideal medical service should not be 
merely a place where the non-surgical sick may be 
cared for, but should be in addition, a diagnostic 
service through which, theoretically, all new hospital 
admissions should pass and from which, after ade- 
quate study, they should be distributed to appropriate 
services. 


The Essential Physical Requirements 


In the efficient organization of a medical service, 
certain physical requirements are essential. Ob- 
viously, these must differ with the location, size, and 
wealth of any institution. It is undeniable that the 
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most satisfactory medical services are those in which 
the medical cases are segregated in wards devoted 
solely to medical purposes. In many hospitals, lack 
of space and funds make it necessary to mix in the 
same ward, medical with other types of patients. 
This, unquestionably, makes for confusion and mili- 
tates against the best interests of medical patients. 


Therefore, wherever possible, there should be a 


definite division of space between the medical and 
the other services of a hospital. The ideally ar- 
ranged medical wards should not be large. When- 
ever possible, this space should be subdivided into 
small wards of not over four to eight beds. In this 
way, the various groups of medical patients can be 
separated so as to facilitate their proper manage- 
ment. In any event, side rooms, containing not over 
two patients, should be connected with the medical 
wards so that the acutely sick, noisy, and dying 
patients can be properly isolated. Such an arrange- 
ment also provides for the proper isolation of in- 
dividuals suffering from acute infections such as 
pneumonia, typhoid, etc. This is particularly im- 
portant in cases of upper respiratory tract infections 
where isolation is essential in order to avoid cross- 
infection. It is assumed that in any general hospital, 
proper arrangements will be made for the isolation 
of acute contagious diseases which should be kept 
entirely separate from the general medical wards. 


The Personnel of the Medical Division 


As important as it is to provide adequate and sepa- 
rate space for the care of medical patients, it is of 
even greater importance to properly organize the 
personnel of the medical division. In hospitals in 
which the most efficient medical service is rendered, 
physicians are assigned to a continuous twelve 
months’ service. The method, once popular and still 
in vogue, in which the personnel of the medical serv- 
ice changes every few months is unsatisfactory and 
does not make for the development of a first class 
service. If a thoroughly efficient, scientifically pro- 
gressive medical service is desired, a continuous tour 
of duty is essential. 
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The Qualifications of the Director of Medical 
Service 


Just as short terms of service are usatisfactonry, 
so a multiplicity of medical chiefs is equally dis- 
advantageous. One of the most important steps in 
the proper organization of a good medical service is 
to place the entire medical work under the super- 
vision and control of a single head upon whom de- 
volves the responsibility for, and direction of, all 
medical activities. A survey of the most successful 
and outstanding medical organizations in this country 
will bear out this statement. This is equally true 
whether a hospital is connected with a medical school 
or whether it operates as an independent institution. 
When a number of medical chiefs are on duty, either 
simultaneously or in succession, the medical service 
lacks the uniformity and singleness of purpose that 
exists when one head is constantly in charge of all 
activities. The director of a medical service should 
be a broadly trained clinician of experience who is 
essentially a good organizer with a proper perspec- 
tive of the importance of the various aspects of 
medicine. He should have served an adequate ap- 
prenticeship as a visiting physician, but as the head 
of a medical division, he should not be expected to 
devote too much time to routine ward work. His 
energy should be expended in the development of the 
medical service and coordination of its various sub- 
divisions. He should have closely associated with 
him, one or more competent and _ well-trained 
clinicians who should be in a position to give an 
adequate amount of time to personally supervising 
the study and the management of patients. The ideal 
arrangement is to have one or more visiting physi- 
cians of this type, each in charge of separate wards 
and all working under the supervision of, and re- 
sponsible to, the directing head. 


To properly develop a first class medical service, 
the amount of time the physician-in-chief and his 
associated visiting physicians should devote to the 
hospital work must be clearly understood. The day 
has long since passed when a medical service of any 
importance can be efficiently managed by physicians 
who are occupied by many other activities, spending 
a limited amount of time on their hospital work. 
If a hospital aspires to maintain a good medical 
service, provisions should be made to make it pos- 
sible for those who are conducting this service to 
spend all, or at least a major portion of their time, 
in the hospital. In order to bring this about, facili- 
ties should be provided so that these physicians may 
concentrate their work and energies within the hos- 
pital, where they may care for their private patients, 
carry on their office consultations as well as super- 
vise the wards. In this way, it makes it possible for 
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them to give their time and energy to an institution 
without being under the necessity of wasting time on 
the road that better could be devoted to profitable 
hospital activities. It must be admitted that few 
institutions are in a position to furnish such facili- 
ties to their staff but whether this has been done, 
there has resulted not only marked improvement in 
the type of medical work, but also in the scientific 
productiveness of the medical staff. In this connec- 
tion, a word might be said in reference to the dis- 
advantage of physicians holding multiple hospital ap- 
pointments, but until an institution is able to offer its 
staff suitable facilities for all their professional work 
or adequate remuneration, it is obviously unreason- 
able to expect them to concentrate their efforts and 
interests in a single institution. 


The Sub-Divisions of the Medical Service 


The rapid scientific development of medicine has 
made it impossible for any individual to be the master 
of all phases. As a consequence, there has arisen a 
group of subdivisions of internal medicine that, in 
some instances, have almost attained the dignity of 
specialties. This has made it necessary to subdivide 
a medical service into a number of divisions such as 
gastro-enterology, cardiology, metabolic diseases, 
endocrinology, allergy, to say nothing of rheumatoid 
conditions, tuberculosis, and contagious diseases. It 
is fast becoming an accepted practice to place the 
disorders that fall into these groups under the charge 
of those who are particularly qualified to direct their 
study and care; therefore, a thoroughly well rounded 
medical organization should include a group of medi- 
cal specialists. To these specialists should be 
assigned the duty of supervising the special groups 
of cases that come within their field, but this alloca- 
tion of cases should be carried out by those in charge 
of the medical service. All admissions, regardless of 
what medical condition they present, should be ad- 
mitted to the one medical service. The chief of that 
service and the visiting physicians should have the 
supervision of all patients, but should assign appro- 
priate cases to the proper specialists. It would be 
manifestly impossible to make a rigid division of the 
cases on the medical service. Such a division would 
be artificial because patients must be viewed from a 
broad medical standpoint, not merely from the point 
of view of any limited specialty. Although patients 
may be suffering from diabetes, they are apt to pre- 
sent associated cardio-vascular or other conditions. A 
patient with duodenal ulcer may at the same time 
have well marked nephritis. Innumerable instances 
might be cited to illustrate the frequency with which 
several forms of disease are associated in the same 
individual. This makes it necessary that patients be 
accorded general medical care in addition to the 
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supervision of specialties. To attempt to divide a 
medical service into separate services based upon an 
ever-increasing array of medical specialties would 
soon limit the usefulness of the general internists or 
eliminate him altogether. Such specialties as neuro- 
psychiatry and pediatrics as well as dermatology, if 
that is to be included in a medical service, fall into 
a different category from the subdivisions of internal 
medicine referred to above. They are essentially 


different branches of medicine and properly fall into 
their own separate groups independent of, but cor- 
related with, general medicine. 


The subject of pulmonary tuberculosis presents 
certain difficulties that have been brought about by 
the modern trend in the treatment of that disease. 
The management of tuberculosis in the past has 
rested in the hands of physicians. With the develop- 
ment of modern methods such as pneumothorax, 
phrenic nerve evulsion, pneumolysis, etc., internists 
have gradually taken up these surgical procedures. 
There now exists a group of physicians who are 
primarily internists, but who have invaded the do- 
main of the surgeon to the extent that they carry 
out most of these surgical procedures on the chest. 
Just what is the proper place for this group of spe- 
cialists in the modern hospital is a matter of some 
controversy. If all the surgical procedures on pul- 


monary tuberculosis were carried out by surgeons, - 


the problem would be less perplexing. As it is now, 
medical men in charge of tuberculosis are demanding 
surgical facilities, and this frequently brings about 
conflict with the surgical division of a hospital. As 
the matter stands today, if a general hospital is to 
take care of pulmonary tuberculosis, a separate divi- 
sion should be planned for this work. Such a 
service requires the cooperation of the internist 
primarily in charge of cases of tuberculosis, specially 
trained physicians who are accorded surgical facilities 
to carry out the surgical procedures, as well as 
roentgenologists and bronchoscopists. 


In addition to the purely professional features, a 
properly organized medical service also embraces 
many associated activities. Little need be said here 
in reference to the nursing which is so important 
in any well conducted division of a hospital. Al- 
though it is under the supervision of those charged 
with the direction and training of the nurses, more 
attention should properly be bestowed upon the 
nursing of patients by the physician in charge than 
is generally the case at present. 


An important adjunct in the care of medical 
patients is an active and well organized social service 
department. This is essential not only for the care 
of patients but also for their proper follow-up which 
should be such an important feature in determining 


the results of treatment. Along with other. depart- 
ments of a hospital, the medical service should have 
available, a modern department of physiotherapy. 
As an aid to the care of convalescent and chronically 
ill patients, occupational therapy is of great value and 
should be provided. Greatest emphasis should be 
laid upon the importance of an adequate depart- 
ment of dietetics. The dietitians should work in 
closest cooperation with those charged with the care 
of patients. It is unnecessary to stress here the 
prime importance of dietetic management in most 
diseases. It is undeniable that, in the past, this 
feature in treatment has been dealt with too 
casually. The modern school of dietitians has 
brought about a noteworthy improvement in this 
aspect of medical care. 


A word may be said in reference to the importance 
and value, in any efficient medical group, of medical 
residents and fellows. Medical residents, physicians 
who are particularly interested in internal medicine, 
and have served a certain apprenticeship, are able 
to supervise the work of the interns who, in hos- 
pitals that have rotating services, spend a compara- 
tively short time on any one service. Medical resi- 
dents devote their entire time to medicine and spend 
at least a year in the medical service which enables 
them to become thoroughly familiar with medical 
procedures and to acquire a degree of judgment that 
renders them of great value. One of the most effec- 
tive methods of carrying out successful research is 
the establishment of fellowships in medicine. These 
make it possible for specially trained younger men to 
devote all or part of their time to the various prob- 
lems which constantly present themselves. It is not 
enough for a progressive medical organization to 
content itself with the routine management of 
patients. Research problems should constantly be 
borne in mind and every effort should be made to 
carry on research. It is too often impossible for the 
busy clinicians to perform the actual work involved 
in research; which, however, can be properly dele- 
gated to those who hold fellowships. 


The Medical Service and the Out-Patient 
Department 


In the above remarks, attention has been focused 
upon the work within a hospital. Every successful 
medical service must have attached to it, an active 
out-patient department. The importance of the out- 
patient department is too frequently overlooked. As 
has been pointed out many times, there is no more 
valuable training-ground for the young clinician than 
the out-patient clinic. It is here that the early 
stages of disease are encountered, in contra-distinc- 
tion to the terminal picture met in the wards. The 
conditions of practice as found in an out-patient 
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clinic more nearly resemble those encountered in 
office practice. The wealth of material that passes 
through any large dispensary should be made avail- 
able for teaching and for study and the younger 
physicians should be impressed with these opportuni- 
ties afforded by clinic patients. Those who aspire to 
hospital affiliations should be given a chance to win 
their spurs in the out-patient department which 
should be made a stepping stone to later advance- 
ment to the wards. The subdivision of medical spe- 
cialties above referred to, must also be provided for 
in the out-patient department and the various clinics 
dealing with these specialties, such as cardiology, 
gastro-enterology, allergy and the like, should be 
under the direct control and supervision of those 
who are responsible for the care of such patients in 
the wards. Too often in the past, a wide gulf has 
existed between out-patient and in-patient depart- 
ments. This is contrary to the best interests of 
any medical service. These two sections of the med- 


ical division should be conducted with the greatest 
cooperation. The out-patient departments should be 
used to feed the wards and the cases that are pri- 
marily studied in the clinic, when later admitted to 
the ward, should be followed by the dispensary phy- 
sicians who first had them in charge. 

In conclusion, one may picture a properly or- 
ganized medical service as a pyramid. At the apex, 
stands a single head, responsible for all phases of 
the work, under whom function a group of visiting 
physicians and their assistants, as well as a number 
of so-called medical specialists and the various ad- 
junct departments. The entire structure rests upon 
a broad and firm base founded in an active out- 
patient department manned by energetic and am- 
bitious younger physicians. Experience has shown 
that such an organization, under inspiring leadership, 
brings about effective coordination of medical activi- 
ties, serves the best interest of the patients and makes 
for progress in medical science. 








Our Voluntary Hospitals 


O.. HOSPITALS, like all other privately sup- 
ported institutions, are suffering from the new finan- 
cial policies of the past three and a half years. In 
the first place, the pressure of taxation upon people 
of substantial incomes and substantial fortunes has 
grown so heavy that their philanthropies have neces- 
sarily been heavily cut. 

A second financial policy of the present period 
which is rapidly depleting the incomes from endow- 
ments of our hospitals is the policy of cheap money 
which has brought interest rates to an unprecedent- 
edly low level. 

These rates have resulted in exceedingly low 
yields on all good bonds. . . . The hospitals have 
had maturing every year or have had called for re- 
demption very sizeable blocks of their bonds. They 
must reinvest this money, and for three years the 
re-investment has been made at a steadily dwindling 
return. 

With rising expenses as population grows and the 
activities of the hospitals increase, with the falling 
off in the additions to endowment and with a steadily 
declining yield on endowment investments, it is obvi- 
ous that the financial problem of the hospitals is a 
serious one, quite apart from the decline in current 
annual gifts from men and women of wealth. . . . 

Doubtless there are those who will welcome a sit- 
uation in which private philanthropy can no longer 
support the hospitals and in which a benevolent fed- 
eral or state government will take its place. I doubt 
if any one of us here, however, would agree with 
that solution of the problem. I believe we all realize 
the dangers inherent in political control of our hos- 
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pitals and I am sure that none of us would wish to 
see the science of medicine hampered by such con- 
trol. 

One of the most precious things in our American 
life has been the great variety of privately supported 


institutions, dedicated to pure science and to high 
social service. These institutions were created by 
private initiative. They are operated by trustees 
who give their services voluntarily. They are sup- 
ported in part by the voluntary efforts of commit- 
tees of men and women whose only desire is to serve 
the community. And finally there are some six or 
seven thousand doctors giving their services for ward 
and clinic care in the hospitals. They are truly vol- 
untary institutions. Let us keep them voluntary and 
free from political control. 

As hospital trustees, I believe we must take the 
leadership in any movement which is directed toward 
protection of the community hospital system. As in- 
dividuals, participation in the support of this system 
confirms our determination to accept individual re- 
sponsibility and to turn away from the trend which 
would shift that responsibility on to government. 

And finally, let me say again, with renewed em- 
phasis, that the great humanitarian effort represented 
by the privately supported hospitals is a cause that 
deserves—indeed, demands—the financial support of 
added thousands of our citizens. The adequate sup- 
port of these hospitals is of primary importance, for 
they are vital to the health of the entire community. 
—Winthrop W. Aldrich, Chairman of the Board, 
Chase National Bank, in an address before the Hos- 
pital Trustees Meeting, United Hospital Fund. 





The Small Hospital in a Rural Community 


OLIVE J. BROWN, R.N. 


Superintendent, DeEtte Harrison Detwiler Memorial Hospital, Wauseon, Ohio 


i PROBLEMS confronting the small hospital 
situated in a strictly rural community are no doubt 
very similar to those of the hospitals in the urban 
centers; however the rural hospital has the added 
responsibility of keeping in closer touch with its 
potential clientele, on a more friendly basis so to 
speak, if it is to be of the greatest service to its 
community. 


Contacts Must Be Widespread—Not Centralized 


Our hospital of fifty-three beds was established 
to serve an area of thirty-five miles, and quite fre- 
quently we have patients from outside that area. 
This, of course, means that contacts must be wide- 
spread and not centralized. As it is true with every 
hospital, the newspapers are available to inform the 
public of important happenings, such as new equip- 
ment and improvements about the buildings, medical 
and nurses meetings, Hospital Day, annual reports. 
and perhaps an unusual case or a report of a series 
of cases. Any item which is given to one newspaper 
should be given to all the papers published in the 
community in which the hospital is serving. 


The County Tuberculosis Association 


There are many organizations of the towns and 
counties to be contacted, and with which to become 
actively associated. Every community has a tubercu- 
losis association and the hospital should be repre- 
sented on its Board. In our county, perhaps not unlike 
many other counties, the association is actively carried 
on almost entirely by lay people. They feel the need 
and greatly appreciate the assistance the hospital can 
give. Through our out-patient department the in- 
digent suspects are examined, chest x-rays are taken 
at a very low cost to the association, and we assist 
in placing the cases in sanitoria. If pneumothorax 
treatment is indicated, this is given by our out-patient 
department, while the necessary arrangements are 
being completed for sanitorium care. Because we 
have an organized out-patient department, the nurse 
can make home calls and aid the family in giving 
better care to the patient, and assist in safeguarding 
other members of the family. Some of this work 
might be done by a county nurse if you are for- 
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tunate enough to have one in your county, but in- 
asmuch as we are one of the unfortunate counties we 
are doing, in a small way, some Public Health 
Nursing. 


The American Red Cross 


In every community you will find the American 
Red Cross. They have cases under their care, and 
again a similar program can be worked out. We 
have on our staff a nurse who is qualified to teach 
the course in home nursing; last year she had a class 
of sixteen ladies from our town and neighboring 
towns, and she also supplemented in some of the 
high schools with the Junior Red Cross classes. 


The Township and County Officials 


Contacts with the various township trustees and 
county commissioners may be made, especially when 
caring for their indigent sick. Frequently the hos- 
pital can be of service to them in follow-up work. 
after patients have been discharged from the hos- 
pital. Relief offices and probate offices are not to be 
overlooked, nor are state departments such as Com- 
mission for the Blind, Rehabilitation Departments, 
and State Public Health Departments. 


The Four H Clubs 


Make it known that you are ready to cooperate 
with the Four H Clubs in giving physical examina- 
tion, and to hold a Pre-school Child Clinic; have 
the teachers in the schools realize your willingness 
to have classes come to your laboratory for study 
and instruction, and that there will be a nurse or the 
resident available to talk in the schools to a class, 
or group of high school students. Whenever a class 
comes to the laboratory arrange to take them through 
the hospital. It is not surprising to see how inter- 
ested and impressed they are, or how much they will 
talk about their trip to their family and associates, 
but it is surprising how the fear of a hospital is 
removed. 


The Medical Profession 


We must not neglect our doctors, we must keep 
their good-will and keep them informed of pertinent 
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things concerning the institution. It is true that they 
are very dependent on the hospital, but the hospital 
is even more dependent on them, and the staff man 
located twenty, twenty-five, or thirty miles from your 
institution can do much in selling your hospital in 
his community. 


The nurse in your locality may also play a very 
important part in your program. It is possible to 
form a branch of your district organization, if you 
are too remote from the usual meeting places, invite 
them to meet at your hospital frequently, and pre- 
pare interesting and instructive programs. You can 
establish a Nurse’s Registry at your hospital. 


The Civic Clubs 


In the rural community there are also many clubs 
which will take an active interest in your hos- 
pital. Much of this responsibility falls to the 
personal duty of the superintendent. Others, 
on previous occasions, have spoken of the 
men’s clubs and organizations, but being a woman 
superintendent I have in mind women’s clubs; 
however we must not miss any opportunity 
which may present itself to contact this former 
group. There is undoubtedly in every community 
at least one club that is affiliated with the National 
Federation, and to become a member of such a club 
affords one of the opportunity of contacts with the 
county and district groups. There are also sundry 
local clubs—church organizations, parent-teachers 
association, child conservation league, and health 
organizations—to be considered. If one is not a 
member of these, it is possible to extend an invitation 
to have them meet at the nurses’ home or the hos- 
pital, and build the hospital into the program. There 
are Granges and strictly farmers’ clubs, which may 
be visited, either at an open meeting or at a social 
affair. Never miss an opportunity to have your 
hospital represented at such a meeting by some one 
who understands rural people and rural life. 


The Ladies’ Auxiliaries 


Another very important way of reaching the out- 
lying sections is through the ladies auxiliaries work- 
ing under an executive board. During the year they 
sponsor, in their own localities, fashion shows, card 
parties, teas, bake sales, etc., of course stressing the 
fact that it is a hospital function. At our annual 
meeting of all the auxiliaries, which is held in 
November at the hospital, a person from out of town 
speaks on Hospital, Health, or other Auxiliaries. 
This day is also a donation day for the hospital, and 
several hundred quarts of canned fruits and vege- 
tables are brought in from all parts of the area. The 


November, 1936 


ladies also assist in buying linens and making many 
articles to be used about the hospital. On National 
Hospital Day they sponsor a Baby Reunion of babies 
born in the hospital during the two previous years. 
A health talk is given to the mothers by one of our 
staff doctors, and refreshments are served. 


This organization is of a decided material help to 
the hospital, but on the other hand it is carrying the 
idea of the hospital into the community, creates 
good-will, and keeps that community aware of the 
fact that they have a hospital. It is human nature 
that by taking even a small role in any project one 
naturally becomes more interested and will interest 
others. 


Patients as Press Agents 


The best press agents any hospital can have are 
well-satisfied patients, their families, and friends. 
This has more importance in a rural community than 
the hospitals in a city, whether that hospital is large 
or small. Not only is the physical care of the patient 
important, but they must be made to feel that they 
are an individual, and not a case, that the personnel 
of the hospital is interested in them, and in their 
interests. The friends of the patient are much im- 
pressed in the manner in which they are treated by 
the office force, by the nurses, and by the doctors, 
if their requests are considered promptly and 
graciously, or whether they are met with curtness 
and procrastination. It is true that with some of 
our people their hospitalization, or a visit to the 
hospital, is as thrilling as a day at the Fair, and will 
be discussed at as much length with their neighbors 
and friends. 


In the final analysis, the problem of small rural 
hospital resolves itself first, in selling the hospital 
to the community by creating every possible interest 
in it, and second, by keeping it sold by rendering 
careful, capable and conscientious service to each and 
every patient admitted. 


—_——. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associ- 
ation is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 














Preservation of the Voluntary Hospital 


NEWTON E. DAVIS, D.D. 


Corresponding Secretary, Board of Hospitals, Homes, and Deaconess 
Work of the Methodist Episcopal Church, Columbus, Ohio 


8 DISCUSSING THIS SUBJECT INDICATED, we 
will need to briefly consider the general field of hos- 
pital service in order to properly evaluate the work, 
character, and importance of the voluntary hospital, 
and note its place in the program of private and pub- 
lic health in America and many countries of the 
world. 


Divisions in the Promotion and Ownership of 
Hospitals 


There are three well-marked divisions in the pro- 
motion and ownership of hospitals : 


1. The tax supported hospitals including state, 
city, county, and government institutions, entirely 
supported by public tax. This group of hospitals is 
for the most part subject to political influence and 
subject to governmental control. In this group in the 
United States there are 1,776 hospitals. These hos- 
pitals render valuable service in their several fields 
of work, particularly in the state and national hos- 
pitals which care for those who would become a bur- 
den upon private or voluntary benevolence. 


2. The private hospitals, owned and managed by 
private groups, sometime representing particular 
fields of medical and surgical practice or foundations, 
and, in most cases, with the financial responsibility 
reposed in privately controlled parties or groups. 
This group numbers 3,641 and represents a large and 
important phase of hospital service, but always with 
the financial problem involved in the reception and 
care of the patient. 


3. The voluntary hospitals are chiefly owned and 
controlled by churches, religious orders, lodges, and 
benevolent institutions and associations, and are or- 
ganized not for profit but are promoted and main- 
tained with the direct objective of serving the sick 
and suffering under the auspices of religion or ben- 
evolent motives, and with no thought of financial 
gain or corporate emolument, service being the chief 
objective. There are 1,057 hospitals in this group in 
America with a bed capacity of 174,246, and a large 
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number in Europe and other countries. During two 
hundred years of development this group in America 
has played a most important part in the promotion of 
medical, surgical, and scientific service in caring for 
the sick, and in the field of private and public nurs- 
ing education it has made a great contribution to the 
advance of scientific bedside care of the patients as 
well as pioneering in the field of preventive medicine. 


The Voluntary Hospitals Should Be Maintained 


The preservation of the voluntary hospitals is of 
the utmost importance for several reasons as follows: 

1. This is the only group free from the limitations 
of political or financial involvement, and having for 
its motive the rendering of the highest type of hos- 
pital service in every individual case, irrespective of 
financial or other consideration. The churches and 
religious orders especially believe in the value of 
spiritual therapeutics in the healing ministry, and to 
this end must be free to act in behalf of that great 
body of citizens who desire to avail themselves of 
the service of such voluntary hospitals that insure 
the best of medical and surgical service along with 
spiritual and mental comfort. 


2. This group must of necessity depend upon the 
benevolence of those who are interested in the 
churches, orders, or whatever group is responsible 
for the various organizations. In this regard the en- 
listment of the public spirited and socially minded 
persons is of great value to the hospitals, and 
broadens the base of social responsibility and co- 
operation in behalf of large groups who are interested 
in the public health and the educational program for 
nursing. More than 100,000 persons are officially 
represented on boards of trustees and directors, or 
in assistance, and in practically all cases serve with- 
out financial remuneration and devote much time and 
service in making and helping these voluntary hos- 
pitals in their serving the sick and needy. 


3. The voluntary hospitals serve a large purpose 
in making it possible for physicians and surgeons of 
every type and schooling to serve in their respective 
fields of scientific and curative service strictly on the 
basis of merit and skill, and with a feeling of un- 
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limited freedom and with the fullest encouragement 
to develop their talents in surgical and medical staffs. 
Under the inspiration of this freedom for teamwork 
there have been developed some of the largest and 
most outstanding hospitals and medical centers in 
America, These hospitals have offered to the young 
and aspiring medical graduates large opportunities 
for development and growth of talents and places of 
importance in the medical and surgical world. 


4. The voluntary hospital should be maintained in 
order that a large and influential group in the body 
politic may have the opportunity and privilege of 
giving direction to the activities which are related 
to the local hospital service, namely the prevention 
of disease through organized nursing service in the 
communities which are not organized under public 
health supervision, and also in the field of child 
welfare including the program for crippled children, 
the undernourished and physically defective for 
whom the church and benevolent orders have an 
especial interest, and in whose behalf large amounts 
of money have been raised and expended. 


The extensive national program being conducted 
under the direction of some lodges and churches has 
challenged the interest of the Nation and rendered 
a service of the greatest importance to the children 
of America. This has been accomplished under the 
program of free initiative and support of those who 
are interested in public health and better conditions 
for underprivileged children. It is quite significant 
that this was done after other groups had had the op- 
portunity for a period of time and had not grasped 
this great opportunity for benevolent service. 


5. The missionary character of the voluntary hos- 
pital should commend its activities to the public in 
a large measure, and the fact that in many sections 
of America the only hospital service that has ever 
been offered has been by the voluntary and benevo- 
lent hospital. In rural communities and small towns, 
and out-of-the-way places, the church and benevo- 
lent orders have sent the physicians and nurses with 
a missionary spirit. They have organized and built 
hospitals, conducted clinics, relieved suffering, estab- 
lished the best of public health conditions, promoted 
sanitation, worked with the public schools, and built 
a program of hospitalization with a low death rate 
and produced a better class of social and community 
relations. 


This spirit of the voluntary worker has achieved 
much which other agencies never attempted nor real- 
ized as an opportunity for health building. This type 
of hospital service must be maintained and promoted. 


6. The voluntary hospital must be maintained as 
an expression of the highest form of free institutions 
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in a society where the spirit of democracy prevails, 
and against any form of regimentation or socializa- 
tion which tends to destroy initiative or subjects the 
proponent to pressure group, whether in management 
or technical service, and which would make impos- 
sible the large developments which are under way 
and representative of the ‘voluntary organizations 
with which the American College of Surgeons, the 
American Medical Association and other organiza- 
tions have vital relations. 


The Attitude of the Voluntary Hospital Toward 
State Controlled Medical and Welfare Service 


We are now facing the growing tendency toward 
socialized or state controlled medical and welfare 
service as practiced in some foreign countries. The 
attitude of the voluntary hospital toward this prob- 
lem was ably voiced by Dr. Floyd S. Winslow, Presi- 
dent of the New York State Medical Society, in an 
address on September 17, 1936, and quoted as 
follows : 


“The advocates of socialized medicine lure the 
profession with the siren song of bureaucratic 
jobs, assured income—security—false security. 

We want to continue to be required to give 
our very best to every patient, or lose out in the 
gentlemanly competition which exists within our 
ranks. This is an incentive that operates to our 
insecurity, but to the security of the patient. We 
prefer the discipline of private practice which 
keeps us on our toes, to an assured income under 
the bureaucratic control where our highest am- 
bition is more likely to be to keep ourselves solid 
with the politicians who have taken over the 
job of running our profession.” 


Every surgeon should heartily ‘welcome the pro- 
gressive leadership which has been developed in the 


voluntary hospital group. This voluntary group 
early championed the high ethical and _ scientific 
standards of this great organization of reputable and 
progressive surgeons, and has spent several hundred 
million dollars to develop its physical and technical 
equipment in order to offer the finest scientific lab- 
oratories for their service and to make possible the 
best of surgical and medical care for their patients 
arid the promotion of private and public health. 


The voluntary hospital has made a most valuable 
contribution to the program of hospitalization in 
America, Europe, and other nations. Its service 
merits its preservation. The future is bright with 
promise. We await your command for technical and 
scientific leadership and will follow you throughout 
the world to free and unlimited opportunities for 
voluntary service to the sick and suffering. 





Fourth Floor Plan 














The fourth floor houses the surgical clinic with its branch specialists of ear, nose and throat, eye, orthopedics, and 
proctology the clinical laboratory, and the dispensary department of physiotherapy. 
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A New Dispensary in An Old 
Hospital Building 


MERRELL L. STOUT, A.B., M.D. 


Assistant Superintendent and Dispensary Director, University Hospital, 
University of Maryland, Baltimore 


A... TWO YEARS ago a new four-hundred- 
bed University Hospital for the University of 
Maryland was completed and patients were trans- 
ferred from their old quarters to the new. This 
move left vacant.a building of approximately ten 
thousand feet floor space, located about one hundred 
yards from the new hospital. 


Two uses for the old building immediately sug- 
gested themselves. For many years the out-patient 
service of the University Hospital was crowded 
into the basement of the old building and the 
quarters poorly lighted, badly ventilated, and alto- 
gether undesirable. It was, therefore, thought to 
be a wise plan to use the old building, which was 
located close to the new building, as an out-patient 
department, thus providing much improved teaching 
facilities for the medical school, as well as a more 
satisfactory clearing station for the regulation of 
ward admissions and improvement in equipment and 
space for the attending physicians, as well as the 
ambulant patients. Secondly, even with the old hos- 
pital functioning with its approximate bed capacity 
of two hundred, the nurses’ home was taxed to ca- 
pacity, and when the hospital bed space was prac- 
tically doubled it became obvious that space would 
have to be found to house additional nurses. Thus 
a good use appeared for many of the old private 
rooms, thirty-two of which were assigned to nurses 
as living quarters. 


Then in the old hospital set-up the laundry build- 
ing also served to house several members of the 
resident medical staff, and when additional de- 
mands were made on the laundry by the greater hos- 
pital bed capacity of the new building, the old rooms 
vacated by the interns moving into their new quar- 
ters, were used to house the equipment of the ex- 
panded laundry. 


The University of Maryland was then fortunate 
enough to obtain sufficient PWA and WPA funds 
and labor to complete the remodeling of the old 
building, and a planning committee was appointed 
by the president of the University to work in con- 
junction with the architects in deciding upon the 
proper allocation of space to the individual clinics. 


November, 1936 


After numerous meetings and conferences a decis- 
ion as to allocation of space was reached. 


The top, or fifth floor, which as a hospital had 
housed public wards, was assigned to the medical 
clinic, and its subsidiary divisions of cardiology, 
gastro-enterology, neurology, diseases of the chest 
and allergy. 

From the accompanying plan it will be noted that 
the east wing of the building has been left as un- 
assigned space. This was done on this and also on the 
fourth floor to allow for possible future expansion. 
It next will be noted from the plan that the general 
medical clinic occupies a good deal more space than 
its subsidiary divisions. This has of course been 
proven in practice to be very necessary. The reason 
is that, regardless of the effort and efficiency of 
the dispensary admitting office, with its physician 
in attendance, whose primary work is to allocate 
patients to the proper department, the medical clinic 
all too frequently must act as a secondary clearing 
station for the many and vague complaints of the 
average ambulant patient. 


The fourth floor, housing as it did the old oper- 
ating rooms, rather naturally adapted itself to the 
surgical clinic with its branch specialists of ear, nose 
and throat, eye, orthopedics, and proctology. The 


. general clinical laboratory of the old hospital also 


being on this floor it was decided to maintain it, 
as a laboratory exclusively for dispensary patients, 
with a technician on full time. This has been a 
very satisfactory arrangement as it segregates the 
ambulant patients from those in the hospital, and 
takes away the “morning rush” from the hospital 
laboratory, thus permitting routine work to be done 
more quickly and efficiently. The same argument 
holds good regarding the dispensary department of 
physiotherapy as shown on the floor plan. No 
longer are the corridors outside the new hospital 
physiotherapy unit crowded with ambulant patients 
waiting for treatment, while bed patients are moved 
back and forth, but these ambulant patients now 


have their own clinic to go to, thus freeing the 





Third Floor Plan 


One wing of the third floor has been assigned to nurses as living quarters. On this floor will also be found the depart- 
ment of gynecology, the x-ray department, the psychiatric clinic, and a curative workshop for occupational therapy. 
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Second Floor Plan > 


Most of the second floor is used for administrative offices. Also located on this floor are the social service depart- 
ment, the information desk, a well-planned maternity devartment, and a so-called “Residents’ Clinic” to give com- 
plete maternity care. 
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First Floor Plan 


On this floor will be found the pharmacy, locker rooms, cafeteria, the library, a section of the pediatric department, 
registration and history room, class rooms, etc. 
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new hospital department of physiotherapy to treat 
its proper clientele, namely, bed patients and private 
ambulant cases. 


The old third floor consisted for the most part 
of private rooms. One wing, as may be seen from 
the plan, was assigned to nurses as living quarters 
and a separate entrance built from the street. The 
north corridor of private rooms lent itself well to 
the department of gynecology and these rooms 
were assigned as examining rooms to give the neces- 
sary privacy for gynecological patients. An x-ray 
department has also been assigned to the dispensary 
for the same reasons that the laboratory and physio- 
therapy equipment was reduplicated, and this was 
placed next to the gynecological clinic, to facilitate 
the cystoscopic work and female radiological urol- 
ogy. The psychiatric clinic was also assigned to 
this floor as several of the old smaller private rooms 
served as excellent interviewing rooms for indi- 
vidual psychiatric cases. Directly above the psychi- 
atric clinic a number of rooms which went to form 
the old maternity ward were remodeled into one 
large, well-lighted, and airy room which is being 
used, with the cooperation of the Junior League 
of Baltimore, as a curative workshop for occupa- 
tional therapy, described in a previous communica- 
tion to HOSPITALS. 


Descending to the second or entrance floor we 
find, as would be expected, the greater part of the 
available space used for administration. The social 
service department is also located on this floor. 
Directly to the right of the patients’ main entrance 
is the information desk, where old patients are 
directed to the registration clerk, and new patients 
to the admitting office where the latter are in- 
terviewed by the admitting officer regarding their 
economic status and eligibility for clinic care. Here 
also an attempt is made to form a working impres- 
sion of the patient’s ailment in order to direct the 
individual to the proper clinic. A graduate physi- 
cian’s services are available throughout clinic hours 
to aid the admitting officer in this part of her 
work. 


Back of the administration offices lies a well- 
planned and efficient maternity department with 
offices, laboratory, examining rooms, and supply 
rooms for the materials used by the outside ob- 
stetrical service. Here prenatal and postnatal care 
is given to both hospital and home delivery cases, 
about fifty to sixty cases per day. Here also has 
been established a so-called “Resident’s Clinic” to 
give complete maternity care (including hospital- 
ization in the new building at the time of delivery) 
to those people who are not typical dispensary cases, 
and yet cannot afford to pay an obstetrical special- 
ist’s fee over and above their hospital bill. 
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Finally the first (basement) floor, which as above 
stated, used to house the entire out-patient depart- 
ment, was split up into three main divisions, genito- 
urinary clinic with a unit for male cystoscopy and 
pyelography, a combined department of dermatolo- 
gy and syphilis, and the department of medical art. 
Back of these clinics lies a large storeroom for sup- 
plies and extra equipment. Some difficulty was 
found in supplying sufficient daylight to the above 
mentioned clinics, especially to the dermatological 
division where daylight observation of skin lesions 
is necessary for diagnosis and to the art department 
for obvious reasons. This difficulty was overcome 

by the placing of large plate glass windows at ap- 
propriate points throughout the basement. 


It will be noted that no mention has been made of 
a department of pediatrics. The basement and se¢- 
ond floor of the entire east wing of the building 
were assigned to house a children’s clinic—sepe- 
rated entirely from the rest of the dispensary. This 
clinic has its own special entrance in the basement 
with a baby carriage runway and a room anni 
its admitting desk for use as a “garage” with am 
“parking space” for fifty or sixty perambulators. 
An isolation unit was constructed to the left of ‘a 
pediatrics admitting desk to which contagious cases 
might immediately be sent, segregated from the 
general children’s clinic population. Separation of 
the children’s division from the general dispensary 
has been found to have many advantages—not the 
least of which being the concentration of unavoid- 
able noise in one part of the building reasonably dis- 
tant from those clinics, such as medicine and cardi- 
ology, where silence is most necessary for the ex- 
amining physician. 


Lighting and Heating 


After the actual structural alterations in the old 
rooms and wards were completed there remained 
two major problems to be faced. First was that of 
wiring and lighting. With the removal and replace- 
ments of walls and partitions throughout the build- 
ing, the old wiring became virtually useless. New 
wiring in metal molding was therefore carried 
throughout and fixtures attached at appropriate 
points, each wing fusing being controlled by its own 
panel board with main fuses and controls in the 
basement. These main controls have been locked in 
a seven foot wire cage to prevent access to them by 
unauthorized persons. Secondly the problem of heat 
appeared as a puzzling one. The old hospital func- 
tioning as such was heated by a power house on 
the hospital grounds nearby. With the advent of 
the new building, this power plant was found to 
be much too small to handle the situation. It was 
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The first (basement) floor has been split up into three main divisions, genito-urinary clinic with a unit for male 
cystoscopy and pyelography, a combined department of dermatology and syphilis, and the department of medical 
art. Back of these clinics lies a large store room for supplies and extra equipment. 
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decided to buy steam from the city to heat and 
power the new building. Then, since the major 
portion of the old building functioning as a dispen- 
sary would only be in use for a relatively small 
number of hours each day, it appeared to be much 
more economical to buy city steam for this building 
also, and abandon the old power house entirely. 
This was done, and the portion of the old building 
used as a dispensary is now heated by a moderator 
system which can be cut off after clinic hours while 
still supplying thermostatically regulated heat 
throughout the day and night to that portion which 
is used for nurses’ quarters. 


Space Increased for Teaching Facilities 


One of our greatest advantages in the new dis- 
pensary lies in the space increase for teaching facili- 
ties. Each clinic now has its own teaching, lecture 
and conference room, as well as sufficient examining 
cubicles to give material and space for anywhere 
from ten to twenty students to examine patients. 
Lectures and conferences are held daily by the at- 
tending physicians, who also closely supervise mi- 
nor medical and surgical procedures performed by 
the students themselves. With a daily patient popu- 
lation varying between three and four hundred in- 
dividuals there is always a wealth of pathology pres- 
ent to be studied. 


Close Cooperation Between Dispensary and 
Hospital Stats 


Close cooperation and contact is maintained 
at all times between dispensary and hospital staffs. 
All free ward cases, excepting acute emergencies, 
are admitted only through the dispensary and only 
after thorough examination and recommendation on 
the part of the out-patient attending physician. A 
summary of-the out-patient department workup ac- 
companies the patient to the hospital upon his. ad- 
mission and patients discharged from the hospital are 
again followed as ambulant cases in the ‘dispensary 
as long as is necessary. 


The University Hospital Dispensary is now run- 
ning twenty-three separate clinics, including the only 
clinic in the State of Maryland where indigent 
patients suffering from cancer may be treated by 
the most modern radiological methods. The Dis- 
pensary, it is felt, will become, as: time goes on, 
more and more of an asset to the hospital in regu- 
lating its free ward admissions, it will be’a boon 
to the indigent and near indigent people of the state, 
and of great assistance to the University of Mary- 
land Medical School to whose students its doors are 


always open. 








Twelfth Annual Meeting of the Colorado 
Hospital Association 


WEDNESDAY, NOVEMBER 4, 1936 
University of Colorado School of Medicine and Hospitals, Denver 


9:30 a. m. 
Registration 
Meeting called to order by 
President Walter G. Christie 
Presbyterian Hospital, Denver 
The Social Security Act as It Affects Our Hospitals 
Dr. Vera Jones 
Director of Maternal and Child Health 
Colorado Division of Public Health, Denver 
Discussion 
Msgr. John R. Mulroy 
Diocesan Director, Catholic Charities, Denver 
Report of the President 
Walter G. Christie 
Presbyterian Hospital, Denver 
Group Hospitalization Plans 
Frank J. Walter 
St. Luke’s Hospital, Denver 
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12 Noon 
Adjournment 
12:15 p. m. 
Complimentary luncheon 
2:00 
Afternoon session called to order 
Is There a Shortage of Graduate Nurses? 
Guy M. Hanner 
Beth-El General Hospital, Colorado Springs 
Discussion 
Miss Phoebe Kandel 
Colorado State College of Education, Greeley 
3:00 
Business Meeting: 
Reports of Committees 
Election of Officers 
4:00 
Adjournment 





Politics and the Public Hospital 


RUSSELL H. OPPENHEIMER, M.D. 





Emory University School of Medicine and Hospital, Emory University, Georgia 


A. THE OUTSET, I wish to state that it is 


not my intention to point out either the hospital evils 
or the hospital benefits resulting from the relation of 
politics to the administration of the public hospital. 
It is my intention, rather, to consider what seem 
to me the fundamental factors which may determine 
the effects of such relationship. 


I wish also to emphasize the fact that the expres- 
sion hospital committee will be used to designate 
those representatives of the government who stand 
above the superintendent and direct his work. 


The word politics is derived from the word polity, 
which is defined as the form or method of govern- 
ment of a nation, state, city, or other unit of civil 
life. Politics conventionally refers to the science of 
civil government, or to political affairs in a party 
sense, or to governmental affairs in an individual 
sense. Thus, a politician is one engaged in politics. 
As one sees political activity in every day life it is 
possible to form divergent definitions of a politician, 
and naturally the politics of any community may de- 
pend largely upon just which of these definitions ap- 
plies to the majority or to the most influential 
politicians. 


1. A politician is one who seeks to serve the 
community through his political party 

2. A politician is one who seeks to serve his 
political party through the community 


os) 


A politician is one who seeks to serve him- 
self through his political party and through 
the community. 


If we consider Politics and the Public Hospital 
from the standpoint of these definitions it is not dif- 
ficult to realize that the effect of politics on the 
community hospital will depend upon whether the 
hospital is in the position of being served with the 
best efforts of political parties and politicians, or is 
being subserved to the interests of political parties 
and _ politicians. 


Now then, the purpose of these definitions was not 
to inform you, but to establish a sort of background 
for the discussion which is to follow. At the same 
time there is yet another thought which should be 
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kept in mind: “How can one administer that con- 
cerning which he knows little or nothing?” Never- 
theless, decisions in municipal hospital administra- 
tion of necessity reside in the hands of persons who 
on entrance into office probably know little of hos- 
pitals, and who may go out of office before they have 
had the time or opportunity of learning. If this 
be true, then decisions must be made on the basis 
of expediency, political or personal, or on the advice 
of an intermediary presumably acquainted with the 
hospital, its purposes, and operation. 


Keeping these preliminary points in mind, let us 
consider some phases of community hospital work 
as influenced by politics. 


Admissions 


I mention this first because the type of patients 
admitted to a hospital has so much to do with its 
effectiveness. Hospital admissions may provide the 
politician a tremendous personal influence. If he 
can say, “I'll get you into the hospital,” and can do 
so; if he need but to call up on the telephone and say, 
“John Doe is sick and needs to go to the hospital, send 
after him or I'll do so and so,” and his order or threat 
must be recognized, he has at his command a power 
by the use of which he can ingratiate himself with 
his district and make himself known as a man “who 
does things.’’ At the same time he is working against 
an effective hospital, for every hospital must have 
definite objectives. Its admissions must be in line 
with the proper fulfillment of these objectives. If 
an acute general hospital is required to admit to its 
wards some person who is merely out of funds and 
home, or who is just a domestic problem for his 
family and he is to remain in the ward ad infinitum 
or ad mortem, to that extent the hospital ceases to 
be a hospital. 


Appointment of Staff Membership 


Here deciding qualifications must be the doctor's 
preparation for the appointment in question, his in- 
terest in the work of the hospital, his understanding 
of its objectives, his willingness to devote the neces- 
sary time and thought adequately to carry out his 
responsibilities. That is to say, appointment to staff 
membership must be made on the basis of full fit- 
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ne. or the post. Political affiliations cannot exert 
influence in these important appointments without 
injury to the quality of service offered by the hos- 
pital. The staff member appointed for political rea- 
sons is usually professionally incompetent. In addi- 
tion, he almost invariably disturbs the morale of 
everyone in the organization with whom he comes in 
contact. 


All other phases of the hospital organization will 
be influenced by the political attitude of the members 
of the hospital committee. How smoothly and ef- 
ectually the municipal hospital operates when its own 
welfare determines the purchase of supplies and 
equipment, the employment and discharge of em- 
ployes! How handicapped and disorganized it is 
when political expediency decides these questions ! 


But knowledge of hospital administration and ob- 
jectives is as essential to the administrator as honesty 
of purpose. Naturally, in a municipal hospital there 
must be some authorized governmental representa- 
tive who has the responsibility and power of decid- 
ing all questions relating to the hospital. This au- 
thority may rest in the city council as a whole, a com- 
mittee of the city council, a commissioner of health 
with or without a committee, or a board of trustees. 
So far as the hospital is concerned there is little 
difference in what body final administrative responsi- 
bility is placed. The important questions are: “How 
much do they know of hospital objectives, difficulties, 
problems, and practices?” ‘How much do they real- 
ize the importance of the hospital to the community, 
and the manner in which the hospital can best serve 
it ?” 

Roughly speaking, a five-hundred-bed hospital 
represents a two million dollar investment in build- 
ings and equipment, and an annual expenditure bud- 
get of five hundred thousand dollars. Yet how often 
are such municipal hospitals entrusted to men who 
have little knowledge of the business they are under- 
taking to administer. 


Those who accept responsibility for a hospital 
should learn enough of hospital objectives and prob- 
lems to be capable of understanding a question placed 
before them, of evaluating its relative present and 
future importance, and of making a decision cal- 
culated to further the fullest responsibility of the 
hospital in the community. Neither election to of- 
fice nor political appointment can endow a person 
with some mysterious ability to administer a hos- 
pital. The highly specialized and intricate character 
of hospital organization and operation do not lend 
themselves to the limited principles and practices of 
ordinary business administration. It is not true that 
because a person is a good business man he can step 


ties of the hospital to meet such advances. 


in and adequately assume responsibility for a hos- 
pital. No other business involves so many intimate 
services, so many personal relationships, so many 
human emotions and experiences. The art and the 
science of medicine advance rapidly, as do the facili- 
It re- 
quires knowledge of these to direct the hospital. 


To some extent the administrator can compensate 
for lack of information by having a strong, capable 
advisory council of the staff whose judgment can be 
trusted, who are courageous enough to speak their 
convictions, who are capable enough to arrive at 
sound conclusions, and whose judgments will form 
unbiased decisions directed toward the welfare of 
the hospital. 


In this connection it is well to comment on the 
highly dangerous custom, which too frequently exists, 
of individual advisers. Under this custom a com- 
mittee member secures his information and advice 
from some personal or political friend. Uncertain 
himself he calls upon this adviser, not realizing that 
he is unable to know whether or not the advice re- 
ceived is sound. It makes little difference whether 
his personal adviser is in or out of the hospital or- 
ganization. His suggestions will certainly express 
his own viewpoints, and the chances are fifty-fifty 
or more that they will not be for the best interests 
of the hospital. 


The Fundamental Objectives of a Public Hospital 


It is in order here to remark concerning the rela- 
tion of politics to the functional objectives of the 
public hospital. Four functions set up as the re- 
sponsibility of hospitals are : 


1. The care of the sick 


2. The instruction of interns and nurses, and 
the training of others for occupations re- 
lated to the medical profession 


3. The education of the public in matters re- 
lated to health 


4. The advancement of medical knowledge 
through investigation and research 


These are fine objectives, yet there is a pitfall. A 
line is commonly drawn under “the care of the sick.” 
It is intended for emphasis. What frequently hap- 
pens is that the line marks this worthy objective 
as the sole obligation and proclaims the other func- 
tions merely optional objectives. How unfortunate! 
The explanation, of course, lies largely in financial 
cost. There is the feeling that it is much less ex- 
pensive to fulfill alone this one function, “care of the 
sick.” Patient day cost has been given too much im- 








portance in the determination of administrative 
ability. Even the care of the sick may be made in- 


effective by too parsimonious a budget. We may 
look with pride upon low costs, but they may be 
achieved at the cost of life. The patient’s hospital- 
stay may be unduly prolonged by lack of facilities, 
thus depriving other patients of the chance to be 
helped. 


With so much attention focused on “the care of 
the sick” and its attendant cost the other functions 
of the hospital slip out of mind in spite of the fact 
that they have a definite bearing on the hospital’s ef- 
fectiveness in taking care of the sick, and despite 
the fact that the neglect of these functions may in 
itself increase costs. 


Let us consider for a moment “the advancement 
of medical knowledge through investigation and re- 
search.” After all, some little recognition is due 
the doctors who make up the staff and give their 
services gratis to the city. It is little enough to 
offer those few who have the inspiration and the 
ability an opportunity to find out something which 
may influence the health of the community and of 
the world. The results of such work may mean 
more than a few appendectomies, tonsillectomies, and 
so forth. Furthermore, it is impossible to estimate 
the enthusiasm which may be imparted to the staff 
as a whole by the occasional investigative report of 
one of its members. - It is a question of spirit and 
not of reward. When one thinks of the vast quantity 
of clinical material which enters the ward and out- 
patient department of a municipal hospital one can- 
not help but ask, “How can such a hospital neglect 
its Opportunity and responsibility for research just 
because of an economy program which prohibits the 
provision of a few material facilities, occasional 
nursing or technical assistance, or some other inex- 
pensive requirement for tke solution of a problem?” 
The public hospital will never come out from behind 
the shield, “the care of the sick,’ and the slogan, 
“economy,” until committee members come to know 
the broader meaning of hospital function and _ re- 
sponsibility, view them with progressive sympathy 
and give them support. What is true of research 
applies equally to nursing education and the organiza- 
tion of the house staff of interns and residents. How 
. hospital committees have hesitated to advance these 
educational programs! Yet they are as important to 
the community as is the care of the sick, for they 
elevate the standard of care offered by the hospital 
and provide the community with capable doctors and 
nurses. 


The Public Hospital and the Tax Payers’ Money 


I have already suggested and I wish to repeat that 








to follow the narrower conception of hospital func- 
tion may appear more economical of the taxpayers’ 
money ; but in the end it will be found that the full 
program of hospital activity will elevate the attitude, 
the ability, and the spirit of the hospital personnel 
and staff, resulting in greater achievement and 
lowered costs. 


I feel insurgent toward the hesitancy and fear 
which today characterize the activity of private as 
well as public hospitals—hesitancy to step out and 
do something which is not included in the pattern 
of convention or the schedule of minimum standard- 
ization; fear of public criticism, criticism not based 
on fact but upon lack of understanding—a lack for 
which responsibility rests on the hospitals them- 
selves. 


The subject, Politics and the Public Hospital, 
is a tremendous one. I have attempted only to touch 
upon a few of the fundamental factors which form 
the etiology of what good or bad may come from 
this relationship: (1) The attitude of the politician 
toward the hospital: Is the hospital a means of serv- 
ice to the political party in power or to one or more 
of its individual members; or are the political forces 
endeavoring to promote the service of the hospital 
tc the community? (2) Do the political representa- 
tives who govern the hospital have knowledge of 
hospital organization and operation adequate for 
sound administration? (3) Is the political concept 
of the municipal hospital limited to that of an inex- 
pensive nursing home or does it include the broader 
ideas of hospital responsibility ? 


I realize that it is incumbent upon me to offer some 
plan by which the political influence can be made to 
nourish a full, progressive hospital program. I can 
offer only the suggestion—education—education of 
the public and its political leaders as to the real place 
of the municipal hospital in community life. I hope 
that the American Hospital Association will find some 
way of achieving this. 








Hospital Remuneration for Crippled 
Children 


At the meeting of the General Advisory Commit- 
tee to the Children’s Bureau, in relation to the Crip- 
pled Children problem, it was recommended and 
passed by the Advisory Committee that hospitals 
caring for crippled children be remunerated on a 
flat rate ward cost basis. This was approved rather 
than a flat basis which if one instance might overpay, 
and in another underpay, the institution involved. 
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The Responsibility of the Hospital Board 
of Trustees for the Standards of 
Professional Performance 


WILLIAM HENRY WALSH, M.D. 
Hospital Consultant, Chicago, Illinois 


: IT HAS BEEN almost universally 
agreed that the governing body of a hospital is, in 
the last analysis, responsible for the proper care of 
the patients in the institution as well as for the gen- 
eral conduct of the administrative and professional 
staff, delicate questions arise from time to time as 
to the manner in which lay trustees shall discharge 
their moral and legal obligations in such manner as 
to assure the widest autonomy to the highly special- 
ized agents required to perform the technical func- 
tions essential to the operation of a hospital. 


Legal Obligations 


In practically all instances in which decisions have 
been rendered by the higher courts in the United 
States and Great Britain upon questions of liability 
of hospitals for the acts of servants or agents, there 
will be found two significant criteria mentioned, viz: 
the degree of care and diligence used in the selection 
of agents, and the maintenance of such rules and 
regulations as are necessary for the proper conduct 
of these institutions. In the absence of proof of 
the proper discharge of those fundamental obliga- 
tions the tendency is in the direction of placing liabil- 
ity directly upon the institution for injury resulting 
from negligence due to such failure. 


Are Physicians Agents of the Board? 


The question as to who are the agents of the hos- 
pital is one which so far as we know, has not been 
conclusively defined by either the American or Can- 
adian courts, but if the Acts of Incorporation of 
most of the voluntary hospitals in both countries 
have the force of law, then even the judicial inter- 
pretation can hardly evade the intent of these Acts 
which clearly classify the members of the profes- 
sional staff, as well as all others appointed or en- 
gaged, as agents of the governing board, subject to 
its choice of selection and responsible to it for their 
acts and conduct. 


Application of “Master and Servant” Doctrine 
to Business 


The old rule of “respondeat superior” is an arti- 
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ficial rule of liability based upon the theory that 
where masters were engaged in profitable under- 
takings through the use of labor of others, it was 
only right and just that such masters should be 
held to an extraordinary responsibility for all acts 
of such employees incidental to the enterprise. Al- 
though this imposed liability may be regarded as 
judicial legislation without any necessary relation- 
ship to abstract justice, it has become fully imbedded 
in our jurisprudence and, so far as commercial and 
industrial enterprises are concerned, it would seem 
to be good public policy. 


Application to Hospitals 


But when this rule of vicarious liability was ap- 
plied to charitable institutions difficulties arose and 
the judicial decisions resulting are diverse and con- 
fusing. Some courts' have adopted the rule of 


absolute liability which placed the charitable institu- ° 


tions in their jurisdictions in the same category with 
business enterprises. Another group of courts? have 
set up the rule of complete immunity based upon the 
theory that the funds of a charitable institution con- 
stitute a trust estate to be devoted exclusively to the 
charitable enterprise and cannot be dissipated by 
diversion from that purpose to the payment of dam- 
age claims. 


Limited Liability and Immunity 


There is a third group of judicial decisions con- 
stituting by far the greater number which avoid the 
two extremes of absolute liability and full im- 
munity, impose liability under certain conditions, and 
grant immunity under other and different circum- 
stances. It is in this group where we find a definite 
trend toward limitation of the application of the rule 
of immunity of charitable institutions for the mis- 
deeds of their agents unless the evidence is unim- 
peachable that reasonable care was exercised in their 
selection, There can be no doubt that public opinion 
is becoming articulate in demanding that the govern- 
ing bodies of hospitals shall either meet their re- 
sponsibilities in the selection of competent physicians 





1Rhode Island, Minnesota, New Brunswick. 
ua Pennsylvania, Tennessee, South Carolina, 
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or answer for their failure by the imposition of full 
liability. A few judicial decisions bearing upon these 
theories of liability may be of interest: 


“One who sustains injury at a public hospital from 
unskilled surgical treatment by an unpaid attending 
surgeon may maintain an action against the hospital 
therefor, although the hospital is a public charity 
supported by trust funds and the plaintiff paid noth- 
ing but a small amount for board and attendance. 


“Though the relation of master and servant can- 
not be said to exist between the hospital and the 
physicians and surgeons attendant on it, the hos- 
pital does, nevertheless, assume the responsibility in 
that it uses its own judgment, or that of its trustees, 
in selecting them, and impliedly, therefore, under- 
takes to exercise reasonable care to get such as are 
skillful and trustworthy in their profession. The 
patient has a right to rely on the exercise of such 
care, and consequently, if, through the neglect of 
the hospital to exercise it, he receives an injury, he 
is entitled to look to the hospital for indemnity, un- 
less the hospital enjoys some extraordinary exemp- 
tions from liability. 


“If a person undertakes to do an act or discharge 
a duty by which the conduct of others may properly 
be governed, he is bound to do it in such a manner 
that those who act upon the faith of it shall not 
suffer from his negligence; and this even if there 
was in the beginning no consideration for the 
promise. 


“The only safe ground, therefore, is to hold that 
the corporation is itself present, acting in and through 
its officer selected for the particular purpose, and is, 
therefore, liable to the same extent he would be him- 
self.” (1879,Glavin vs. Rhode Island Hospital, 12 
R.I., 411.) 


“A charitable hospital’s exemption, if any, for 
negligent injury to a patient, cannot rest on the theory 
that its funds are held in trust for its particular 
charitable purpose, and that it would be a breach of 
trust to apply them to any other purpose, and that 
the payment of damages resulting from the negli- 
gence of its servants is not the purpose contemplated 
by the trust.” (1915, Tucker vs. Mobile Infirmary 
Association, 191 La, 572, 58 So. 4.) 


’ 


“Where a patient in such institution (hospital) is 
not the recipient of its charity, but is able to pay 
and does pay for its service, and is injured on ac- 
count of carelessness, negligence or incompetence of 
an officer or agent of an institution, the corporation 
Lk. ae Peete Seererr or ert ee ) 
A judgment so recovered will not subject funds in 
trust for charitable purposes, unless the petition 
alleges that the corporation failed to exercise or- 











dinary care in the selection of its officers and em- 
ployees or in retaining the same.” (1916, Morton vs. 
Savannah Hospital, 148 Ga. 438, 96 S.E. 887.) 


“Hospitals organized to minister to all persons of 
all creeds are liable for the negligence of their offi- 
cers and agents only when ordinary care has not been 
exercised in their selection and retention; and it is 
immaterial whether the patients injured were charity 
patients or paid the usual compensation for such 
services.” (1914, St. Paul’s Sanatorium vs. William- 
son, 164, S.W. 36.) 


“The beneficiaries of charitable institutions are the 
poor who have very little opportunity for selection, 
and it is the purpose of the foundations to give them 
skillful and humane treatment. If they are permitted 
to employ those who are incompetent and unskilled, 
funds bestowed for beneficence are diverted from 
their true purpose, and under the guise of charity 
they become a menace to those for whose benefit they 
are established. It is, therefore, better for those 
committed to their care and for the institutions, and 
necessary to effectuate the purpose of their creation, 
to require the exercise of ordinary care in selecting 
employees, officers, and agents, and in supervising 
them.” (1914, Hoke vs. Glenn, 167 N.D., 594, 63 
S.E. 807.) 


Moral Responsibility of Governing Board 


It would seem, however, that institutions which 
are dedicated to the high ideals of humanitarian 
service to the sick should not split hairs over legal 
technicalities, but rather should adopt such methods 
of conduct as will assure the maximum protection 
to the patients entering their doors, and this can 
only be attained by professional service of a high 
degree of excellence. 


That the governing body of a hospital is morally 
responsible for the acts of agents to the extent of 
its ability to select qualified, efficient clinicians and 
enforce accepted standards, cannot be questioned and 
the community has a right to believe that the trustees 
are fully meeting their moral obligations. 


It is becoming more generally recognized as cer- 
tain professional abuses have been brought to light 
by the national agencies appraising clinical accom- 
plishment, that the governing board of a hospital is 
not exercising that care and diligence essential to the 
proper management of an institution dealing with 
problems involving life and death, if they permit the 
selection of unqualified persons to fill positions re- 
quiring scientific skill and experience or who fail 
to enforce such reasonable rules and regulations as 
are generally considered necessary to safeguard the 
interest of the public. 
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The physicians practicing in a hospital are ap- 
pointed by the governing board, or should be, upon 
the recommendation of a staff committee ; they can- 
not work in the hospital without the consent of the 
board, and by granting them this privilege the in- 
stitution impliedly endorses them—if it does not, it 
should frankly say so. 


When physicians are permitted to practice a spe- 
cialty ia a hospital, the governing board discharges 
its full legal responsibility by accepting the recom- 
mendations of the staff committee, provided the com- 
mittee certifies to the proficiency of the candidate in 
the particular specialty, and if not, a moral responsi- 
bility still rests upon the board. Because a physician 
is licensed by the state to practice medicine, does not 
necessarily justify his selection for surgical work, 
nor for any other of the specialties, and the failure 
of some hospitals to recognize this fact accounts 
for many serious difficulties. Governing boards, 
therefore, are not fully meeting their obligations un- 
less they require that all nominees for staff positions 
be certified as to their qualifications. 


Initiative of Trustees 


The experience of those national agencies which 
have devoted their funds and energies to the eleva- 
tion of standards in hospitals clearly demonstrates 
that complete dependence cannot be placed upon the 
professional groups to either initiate or maintain 
such rules, regulations, and procedures as will guar- 
antee the maximum protection to the patients. A 
recital of a few of the measures affecting the care 
of the patients which have met with either the op- 
position or indifference of some medical man will 
be of interest. 


Deficient Clinical Records 


The maintenance of accurate and complete clin- 
ical records of patients treated in a hospital is 
essential in the interests of scientific diagnosis and 
treatment and such records are of inestimable value 
to the patient. These facts are recognized by the 
leaders in the medical profession and by the or- 
ganized national groups, but when we come to the 
individual hospital it has been necessary, time and 
again, to force this issue by pressure from the lay 
governing boards. 


Ineffective Staff Meeting 


In order that mistaken diagnosis, improper or 
ineffective treatment, errors in judgment, negligence 
in technique or attendance, and other equally un- 
fortunate professional lapses may be brought to 
the attention of the staff for discussion and cor- 
rection, it is necessary and desirable that there shall 
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be regular monthly staff meetings at which these 
matters and all others relating to clinical service 
shall be presented and frankly discussed. In spite 
of the almost universal agreement that these an- 
alytical staff conferences are essential to the high- 
est grade of professional achievement, many hos- 
pitals have failed to meet this requirement until 
lay governing boards have forced the issue. 


Absence of Pathological Examinations 


In an effort to provide a check upon the diagnos- 
tic skill and clinical judgment of the surgeon and 
for the equally important motive of securing an 
accurate knowledge of pathological conditions for 
the benefit of the patient, it becomes necessary to 
establish the rule that all tissues removed in opera- 
tions should be examined microscopically and 
macroscopically by competent pathologists and every 
high grade physician admits the necessity for this 
procedure. But here again resistance -has been 
met in some hospitals which has only been over- 
come by the imposition of the rule by lay managers. 


Other Deficiencies 


We might continue to recount the difficulties that 
have been encountered by governing boards with 
respect to the indifference of professional groups 
to the performance of autopsies, the resistance to 
the restriction of major surgical practice to com- 
petent surgeons, the indisposition to combat the 
baneful practice of fee splitting, and the persist- 
ence of certain individuals, still encountered in 
many institutions, who assume the divine right to 
do as they please without regard to accepted stand- 
ards of ethical conduct or scientific practice. But 
enough has already been said to support the thesis 
that there rests upon the shoulders of hospital trus- 
tees a grave moral responsibility for insistence upon 
the maintenance of such standards as will guaran- 
tee to every patient who enters the hospital reason- 
able assurance of conscientious study, an accurate 
diagnosis and skillful treatment. 


Method of Board Procedure 


The lay board of trustees, of course, cannot 
be expected to be acquainted with the technical de- 
tails of professional performance and so they must 
meet their responsibilities by seeking the advice 
and assistance of the trusted members of the staff, 
the superintendent, and the national organizations 
interested in the formulation of standards. From 
these sources the board may be appraised of the 
methods of organization, the procedures for set- 
ting up checks and balances, and the criteria used 
to appraise clinical and administrative performance. 
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The board of trustees will be most successful in 
meeting its responsibilities when it incorporates in 
its by-laws certain provisions concerning staff or- 
ganization and procedure, the most important of 
which will be here mentioned: 


(a) It should be provided that members of the 
staff shall be appointed for a period of one year 
only, thereby making it possible to drop from the 
service anyone whose record is not acceptable. 
(b) There should be selected by the board from 
the staff five members to act as an advisory com- 
mittee, to which should be added one member 
elected by the organized staff. The first five mem- 
bers selected by the board to serve graduated terms 
of from one to five years so as to create one va- 
cancy each year. 


It should be the function of the medical advi- 
sory committee to recommend to the board such 
rules and regulations governing professional con- 
duct and clinical performance as may be necessary 
to assure high standards of service. Methods of 
appraising the clinical work of members of the staff 
should be devised by the committee and careful 
records of the same maintained, Application for 
staff membership should be passed upon by the 
advisory committee whose duty it should be to 
classify applicants according to qualifications for 
the consideration of the governing board. Like- 
wise, the records of each member of the staff 
should be reviewed by the advisory committee an- 
nually and the board advised of delinquencies on 
the part of any member of sufficient gravity to 
warrant rejection for reappointment. The med- 
ical advisory committee should meet at regular 
intervals with the executive committee of the gov- 
erning board for the discussion of such matters as 
may be of interest to the joint committee. (c) 
It should further be provided in the by-laws of 
the governing body that the minimum standards 
advocated by the American College of Surgeons 
and the American Medical Association shall be 
maintained and that each new appointee of the 
staff shall be required to indicate his acquiescence 
by signing an agreement to comply therewith. 


In conclusion it must be frankly admitted that 
no measures that may be taken by a board of trus- 
tees can assure a high standard of professional 
service in a hospital whose staff will not conform 
to accepted principles of clinical practice, since a 
hospital may be accurately judged by the calibre 
of the physicians connected with it. But when a 


staff deliberately refuses to comply with those 
minimum requirements so essential to the protec- 
tion of the patients, then it would seem to be the 
duty and responsibility of the governing board to 








make such changes in the professional personnel 
as may be necessary to meet the situation. 


The social stress of recent years has brought to 
the attention of the public certain economic features 
of medical practice which have aroused widespread 
interest and concern and there are concerted move- 
ments afoot for changes in existing methods. If 
‘the organized medical profession wishes to main- 
tain an invulnerable position before the public in 
combating economic changes which it may regard 
as inimical to its interests, certainly it would seem 
wise for the profession itself to promptly exert 
every possible effort to induce the backsliders to 
adopt accepted standards of professional practice, 
thereby removing a just cause for lack of public 
confidence. In these efforts hospital trustees can and 
should wield a powerful influence. 


Summary 


1. It has been shown that the legal liability 
of hospital boards of trustees for the acts of pro- 
fessional agents differs in accordance with the ju- 
dicial rulings in the various states and provinces, 
but that the tendency in recent high court decisions 
is decidedly in the direction of holding trustees 
liable for the acts of such agents to the extent of 
requiring that they shall use reasonable care in 
the selection of those entrusted with the lives of 
the patients. 


2. Regardless of the degree of legal liability 
resting upon boards of trustees, public opinion and 
‘humanitarian ideals should impel governing boards 
to recognize the moral responsibility incident to 
the conduct of institutions intended for the scien- 
tific diagnosis, care and treatment of the sick. The 
conscientious discharge of this responsibility should 
embrace the use of every possible means to assure 
the selection of qualified physicians, competent in 
their specialties and of good character. 

3. In the discharge of its responsibilities a lay 
governing board is dependent upon the counsel 
and advice of trusted physicians selected as ad- 
visers, and the provision for the creation of a com- 
mittee of medical advisers and the adherence to ac- 
cepted standards of professional and administrative 
conduct should be incorporated in the by-laws of 
the governing body. 

4. Hospitals in which both the governing body 
and the professional staff persist in ignoring those 
minimum requirements which are universally ac- 
cepted as necessary and essential for the assur- 
ance of the safety of the patient, constitute a menace 
rather than a beneficence, they are unworthy of 
public support, and it would be in the community 
interest to close their doors. 
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An Essential Program for Hospital 
Service Plans 


JOHN A. McNAMARA 


Director, Cleveland Hospital Service Association, Cleveland, Ohio 


y U ITH MORE THAN 500,000 PEOPLE on this 


continent protected by some form of hospital service 
plan, with more than seventy cities of United States 
and Canada, most of them industrial centers and 
with approximately six hundred hospitals participat- 
ing in such plans, it is the general belief that as part 
of the experimental stage of this trend is behind us, 
the time has arrived when a definite program of spon- 
sorship and assistance from the American Hospital 
Association can and should be outlined. 


Similar to any unusual movement, the idea of 
hospital service plans has met with considerable op- 
position from various groups. Some members of 
the medical profession viewed with suspicion this 
type of group practice and as late as 1932, in open 
meeting, it was stated that plans could never be per- 
fected without disturbing the following : 


Relation of patient to physician 
Relation of physician to hospital 
Solicitation of patients 


Since that time it has been amply demonstrated 
that successful plans as conducted in New York 
City, Cleveland, Newark, Rochester, Minneapolis, 
and other cities are in the main successful because 
none of these three principles of medical ethics has 
been violated. A cry from the uninformed or par- 
tially-informed was to the effect that hospital service 
plans were the opening wedge to socialized medicine. 
Nothing could be further from the truth, and again 
it has been demonstrated that when plans are 
operated by the hospitals of the community that have 
pledged not to include, at any time in the future, 
medical benefits, and where the organized medical 
body has a voice in the policy-making body of such 
plans, that these service plans are the greatest safe- 
guard against the socialization of medicine that could 
be devised. Various local medical societies have 
approved their community hospital service. plans, 
and speaking for the Cleveland Plan, no complaints 
whatever are forthcoming from the medical pro- 
fession. 


Now with the general atmosphere surrounding 
hospital service plans somewhat clarified, but with 
certain factions of the medical profesison still 
skeptical and another small portion with its “fingers 
crossed,” the American Hospital Association can 
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do an inestimable amount of good by a program of 
education, legislation, and research, that will advance 
the trend, steering it into ethical channels, and re- 
moving blights and rotten spots, so that the move- 
ment so well begun in most instances will become a 
dominant and potent factor in every community to 
the end that the people, the hospitals, and the medical 
profession shall benefit without loss of dignity or 
ethics. If the medical society still desires to stand 
to one side in the guidance of a definite trend, it is 
to be deplored and the hospitals must shoulder the 
work alone, but it should be done with due regards 
to the rights and privileges of the members of the 
medical profession, remembering that the advance- 
ment of medical science has come and will continue 
to come only through the high standards set by or- 
ganized medicine. 


The program clearly divides itself into three parts 
—education, legislation, and research, and the out- 
line should be: 

Education : 

1. Public relations 


2. Employer relations 

3. Hospital relations 

4. Medical relations 

5. Training of personnel 
Legislation : 


1. Uniformity of state laws 
2. Prohibition of unethical plans 


Research : 
1. Uniformity of plans 
2. Statistical data on existing plans 
3. Accumulation of actuarial figures 
4. New proposals and additional benefits 


Under the first division of education, public rela- 
tions should be considered four phases: 


Newspaper releases 

Radio programs 

Civic club programs 
Motion and talking pictures 


Newspaper Releases 


Newspaper releases should be organized on some 
stated basis, and when news of plans is apt to affect 








all plans, the release should come from the head- 
quarters of the Association in Chicago. In the past, 
announcements through national media of some local 
feature of a plan has caused untold harm to other 
plans that were not at that time prepared to include 
the same feature. Other releases have been of the 
sensational type that have robbed all plans of their 
dignity and value. This should and would be elimi- 
nated if there were established a central control of 
national publicity with a censorship on releases 
established by the American Hospital Association, 
and the American Medical Association acting in con- 
junction. Not many national releases would be 
needed but well-written news four or five times 
a year would well-supplement local publicity and 
benefit all plans. 


Efforts should be made to have articles appear in 
magazines of national importance, such as The 
Nation’s Business, some of the industrial business 
journals and some of the popular magazines. 


Radio Programs 


With a growing audience of hospital service sub- 
scribers—now estimated at 450,000 and increasing by 
probably 2,000 a week—the national body has a 
powerful argument for educational time on a national 
radio hookup, and at favorable hours. As many as 
ten well-prepared half-hour programs during a year 
could unquestionably be arranged. This would do 
more for the uniformity of plans, more for a gen- 
eral understanding among the people, and more for 
the general movement than anything else that could 
be done. 


Speakers for Clubs 


A purely volunteer service of civic club speakers 
would mean a great deal for all plans and future 
plans. Executives of industrial and merchandising 
organizations are invariably members of chambers 
of commerce, rotary clubs and other civic organiza- 
tions, and a set speech written in Chicago could be 
presented by hospital plan executives, hospital super- 
intendents, or hospital trustees with remarkable re- 
sults. While hard to control, it would be possible 
by first contacting the United States Chamber of 
Commerce in Washington and the Rotary Inter- 
national in Chicago and other national coordinating 
bodies, and then by the assignment of talks to re- 
sponsible speakers in key communities. 


There are great possibilities in a program of talk- 
ing pictures, both those of the professional type and 
those of the amateur type, or sixteen millimeter films. 
It is a subject that needs more than passing thought, 








however, and should be studied more for use in the 
future than at present. 


Training Directors 


The operation of a hospital service plan is not a 
simple matter by any means. The person who is 
chosen as director must have an intimate knowledge 
of hospitals and hospital procedures, he must know 
the relation that exists between hospital and doctor, 
and he must have full sympathy for the problems of 
both the medical profession and the hospitals. In 
addition, he must be able to meet executives of large 
corporations on an equal footing, be personable and, 
rarest of all qualities, must have the stamina to say 
“no” frequently. 


There is a fear generally felt that the right type 
of man will not be attracted to this work at the be- 
ginning, and that inferior men will’ prove an em- 
barrassment. However, the question arises as to 
where the proper persons may be found to act as 
directors of plans, and the obvious answer is that 
some form of training will undoubtedly be the 
answer, Theoretical training alone will not do, but 
theory and practice are very much needed, and the 
training of service plan executives remains one of 
the outstanding jobs that the association must do. 
No plan is going to be better than its director and 
economical plans will be those directed by well- 
trained, well-paid executives who can measure up to 
the proper standard. The Association through its 
Library Service Bureau, through its component hos- 
pitals, and through the plans that are already suc- 
cessful should train the right type of director. 


Educating the Employer 


One of the most important objects of a national 
program will be employer relations. Our country 
is so intertwined with organizations of national char- 
acter that reach out into every community that it is 
important that a full understanding of the significance 
of these plans, should be brought forcefully to the 
attention of the high executives to an end that their 
full-approval, and the granting of their units to 
allow payroll deductions, cannot be too strongly 
stressed. Specifically, organizations such as chain 
grocery stores, chain drug stores, other chain stores, 
motion picture distributor concerns, newspaper syndi- 
cates, automobile manufacturers and distributors, 
large steel corporations, large meat and provision 
corporations, and a multitude of other similar or- 
ganizations should receive first hand information 
on the reasons for the plan and, more to the point, 
what participation will mean to them. 


Hospital relations are fairly well in hand but there 
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is still much to be done. For instance, in some states 
hospitals are blindly following schemes that are 
doomed for failure before they start. Irresponsible 
insurance companies have launched profit plans that 
will result in the creation of an enormous amount of 
ill-will on the part of the public and will retard the 
establishment of ethical plans by many years. Single 
hospitals, spurred on by the rhetoric of promoters 
and a pot of gold at the end of the rainbow, have 
started plans that are contrary to the best ethics of 
the hospitals and the medical fraternity and should 
be eliminated as soon as possible. 


We have already touched upon the education of 
the doctor, and this work should be delegated to a 
committee appointed by the American Hospital As- 
sociation and the American Medical Association. 

Legislation 

Single handed, laws have been changed in several 
states making it possible for hospital service plans 
to operate successfully. How much more effective 
would have been legislation if a national organiza- 
tion such as the American Hospital Association were 
behind it. Again the American Medical Association 
has much to gain because such legislation for the 
promotion of service plans can very well be shaped 
to exclude schemes where doctors’ bills are included. 
Ideal laws are now existant in New York, Illinois 
and California, and similar laws should be enacted 
in every state, thereby making it possible sometime 
in the future for reciprocity of services among the 
states. 


Another legislative service would be the granting 





of payroll deductions for government, state, and 
municipal employees. Hundreds of thousands of 
persons now work for government, state or city, and 
eventually these people will be denied the protection 
afforded to other citizens because collections would 
be too costly. An ordinance was recently passed in 
Cleveland permitting payroll deductions for all city 
workers. 


Research 


No one will question the value of accurate data re- 
garding all plans. Only through thorough research 
can plans be made uniform, only through statistics 
and actuarial data can steps be taken for the safe 
advancement of plans, and only through a general 
dissemination of knowledge can we hope to co- 
ordinate city, state, and national plans. 


This is the program that the American Hospital 
Association can and should immediately launch. 
Emphasis should not be placed on any one portion 
more than another. All three activities should go 
on side by side for if research is done alone plans 
will not advance in their proper proportion ; if public 
relations occupy all of the time then legislation and 
research will suffer; if legislation be the sole ob- 
jective it will not get very far without public rela- 
tions and research. These, then, are the three hand- 
maidens of service plans, these are the factors that 
will bring to hospitals the funds with which to aid 
the indigent, and funds with which to search into 
more efficient methods of attending those who apply 
to the hospital for the alleviation of their suffering 
and the correction of their ills. 


The Hospital Siencienliinaiiee Cimino 
of the American College of Surgeons 


The Nineteenth Annual Hospital Standardization 
Conference of the American College of Surgeons 
was held in Philadelphia Oct. 19-23. There was a 
large attendance of hospital superintendents, mem- 
bers of Boards of Trustees, of the medical and 
nursing staffs of our institutions. 


The programs were designed for the special inter- 
est of the administrators and professional staff. The 
features of the program were an address by the 
Reverend Alphonse M. Schwitalla, S.J., President 
of the Catholic Hospital Association, on “The Art 
and Science of Surgery’—A Symposium on the 
“Adequate Care of the Obstetrical Patient in the 
Pennsylvania Hospital,’ and the demonstration of 
Maternal Care, Obstetrical Technique and Pro- 
cedures.” 


Among the prominent hospital administrators par- 
ticipating in the program were: C. W. Mumger, R. 
C. Buerki, Allan Craig, Donald C. Smelzer, H. K. 
Mohler, Fred G. Carter, H. L. Scammell, C. S. 
Woods, Joseph C. Doane, Robert Jolly, Lewis N. 
Clark, and S. G. Davidson, Fred W. Heffinger, 
Harry W. Benjamin, and M. H. Eichenlaub. 

These Annual Hospital Standardization Confer- 
ences have been arranged year after year by Dr. 
Malcolm T. MacEachern, Assistant Director of the 
College of Surgeons. Their value to hospital ad- 
ministrators is manifest by the increased interest and 
attendance. They bring together, for study and dis- 
cussion of common hospital problems, the members 
of the hospital staffs, the administrators and the 
hospital personnel who work with them in caring 
for the sick. 
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Alfred C. Meyer 


A great philanthropist, a leader in every good ac- 
tivity to promote the welfare of his fellowmen, a 
model citizen and a cultured gentleman has been 
gathered to his fathers, a victim of a “hit-and-run” 
automobile accident. 


Mr. Meyer has for many years been one of Chi- 
cago’s best-loved citizens. He was at the time of 
his death the chairman of the board of trustees of 
Michael Reese Hospital, a position which he had 
held for many years. He had given a great portion 
of his life to the institution to which he contributed 
so much of his wordly goods and personal interest. 


He was a life member of the American Hospital 
Association, and was on the Editorial Council of 
HOSPITALS. He had a great deal to do with the 
organization and development of the Hospital 
Library and Service Bureau, now one of the most 
important units of the Association activities. Some 
of the most valuable books and manuscripts in its 
possession were his personal gifts to the Library. 


His interest in the American Hospital Associa- 
tion was manifested by his active support of its 
policies, and his helpful attitude towards its officers 


and members. 


Life holds no greater rewards, grants no greater 
fulfilment than comes to those who live the ful'ness 
of their days in their service to humanity. His gentle 
life was spent in an unselfish devotion to his work 
of helping those about him, without regard to race 
or creed or color. 


The hospital world shares with the people of Chi- 
cago a deep sorrow in the loss of an accomplished 
leader and an honored citizen. 


EDIPORIALS 


Our Friend—The Critic 


The dollar expenditure alone cannot constitute the 
measure of economy in hospital construction and 
operation. It suffices when the largest possible re- 


turn of material and service is secured for the money 


spent. 


The real economies are measured in terms of the 
lives that are saved in our hospitals, in the reduction 
of the hazards of illness and injury, in the pain and 
anguish which they relieve, in the contribution they 
make to the advancement of medical science and re- 
search, in the prevention and cure of the physical 
and mental ills of their patients, and in the multitude 
of their accomplishments for the betterment of their 
communities. 


In common with every welfare activity that is 
worthwhile, hospitals have their critics. The ma- 
jority of them are constructive and helpful; some 
are just the opposite. 


In a recent address before a large medical group, 
a distinguished spokesman for organized medicine 
ordained that hospitals should be built and operated 
by “the simple rules of arithmetic.” While it is ad- 
mitted that some hospitals, like some business enter- 
prises, have been extravagant in the expenditure of 
their income, these instances are very rare. 


The example was cited of a large Eastern hospital, 
serving a community of two hundred thousand peo- 
ple, built and equipped at a cost of $8,000,000. In 
addressing the medical group this atypical and “out 
of line” instance brought forth the pointed shaft 
of his ridicule and sarcasm as an indictment of hos- 
pitals in general. Yet in his address at the dedica- 
tion of this institution he was more than laudatory 
of this hospital, its arrangement and equipment, and 
of the fine purpose which prompted philanthropic 
















citizens to build and endow it, not only for the pres- 
ent but for several future generations. 


In his demand that hospitals be erected so as to 
bring every possible care and comfort to the patient, 
equipped so as to provide every diagnostic and 
therapeutic facility for the use of the medical staff, 
and with all the requirements for the proper educa- 
tion of the intern and resident, for medical research, 
and for the promotion of medical science, the spokes- 
man has been most vociferous. And this is as it 
should be. But it must be appreciated that to build, 
equip, and operate a hospital endowed with all of 
these requisites involves the use of large sums of 
money; that hospitals are so constructed and 
equipped today that they will be good hospitals fifty 
or seventy-five years from now; that hospitals can- 
not be regarded as luxuries, but must be regarded 
as necessities; and that money and its expenditure 
cannot be weighed in the balance with the purposes 
for which hospitals are built and operated. 


It would be a poor day for humanity, in this or any 
other country, for those who are sick and who can 
be cured, for those who are threatened with disease 
which may be prevented, should the dollar sign be 
placed upon the accomplishments of hospitals on 
behalf of their patients, the advancement of medical 
science, and the condyct of proper medical and 


nursing education. 


For willful waste and extravagance there is no 
defense, whether it be in the operation of a hospital 
or in the conduct of any other activity. But dollar 
for dollar, the hospitals of the United States pur- 
chase more with their money, make a larger return 
to the people who support them, give back to the 
community greater value for that which they have 
received, than any other organization or activity 


which a generous philanthropy supports. 


ss st 


The Work of the Joint 
Advisory Committee 


The Joint Advisory Committee of the American, 
Catholic, and Protestant Hospital Associations serves 
a very useful purpose in representing the interests 
of all hospitals of the United States in national 


affairs. 


As is shown by its annual report, which 








is published in this issue of HOSPITALS, the Com- 
mittee has been quite active throughout the past year. 


The function of the Committee is more than legis- 
lative in nature. Much of the legislation passed re- 
quires the drafting of extensive regulations by the 
Bureaus designated to administer them. Such regu- 
lations as affects hospitals is of importance because 
many times there is sufficient latitude in the law 
whereby the regulations may be drawn favorably 
or unfavorably toward hospitals and these must be 
constantly watched. After the regulations are issued, 
it then remains for the Committee to interpret them 
and notify the hospitals as to what benefits they may 
receive, or what action they should take to protect 


their interests. 


In the matter of legislation, negative effort is many 
times more valuable than positive effort. That is, 
more benefit may accrue to hospitals by stopping 
inimical legislation, than could be obtained in the 
sponsoring of legislation favorable to hospitals. The 
past year was unfavorable for the initiation of any 
legislation in favor of hospitals, inasmuch as Con- 
gress was fully occupied with the Administration’s 
own program. What the coming year will be re- 


mains to be determined. 


Regardless, it will still be necessary for the Com~ 
mittee to watch all Federal legislation, for its pos- 
sible effect on hospitals, to notify hospitals regarding 
its import, and to take whatever action is indicated 
The need 


Federal bureaus continues 


to either favor or prevent its passage. 
for contacting the 


throughout the year, regardless of legislative matters. 


In view of the fact that this committee represents 
all hospitals—not merely the membership of the 
three associations—requests for financial support of 
the Committee have been made in the past to all 
hospitals, both members and non-members, and the 
funds so contributed have been kept apart from those 
of the Association. Whether further funds will be 
needed during the coming year depends upon how 
much legislative effort will be required on the part 
of the Committee, for if the need arises for imme- 
diate and urgent action on the part of the Committee, 
such activity must be pursued to its fullest extent— 


any lesser effort would be fruitless. 
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The Education of the Intern 


The year of intern training in the hospital was in 
former years purely voluntary so far as the medical 
graduate was concerned. Today it is mandatory 
either by eustom, or by the order of the Colleges of 
Medicine and the State Boards of Medical Regis- 


tration. 


During his four years in medical college his edu- 
cation was didactic; in the hospital during the in- 
tern year it is practical and applied. In our better 
hospitals he receives no or very meager financial 
remuneration. His reward must come with the 
opportunity which the hospital affords him, to apply 
his art and improve his skill at the bedside of the 
patient, and under the direction and teaching of the 


experienced practitioners of his profession. 


The hospitals owe a great deal to the intern for 
the year of service which he gives them. In return 
for his labor, and an increasingly intelligent and 
loyal service, they must be concerned with the ex- 
tent and eharacter of the medical education which 


the members of their medical staffs provide. 


As the hospitals are selective in the appointment 
of the intern so should they be diligent in provid- 
ing the instructors and facilities for the continuing 
of his medical education. There is no less respon- 
sibility imposed upon the hospitals and their in- 
structional staffs to give the intern as much for his 
time and effort during his service than was imposed 
upon his alma mater in preparing him for his pro- 


fession. 


In the last analysis, the obligation of teaching the 
intern, both from a professional and hospital point 
of view, is the obligation of the members of the 
staff. But in all instances the administration may 
stand as the next friend of the intern and see to it 
that the good faith of his institution is maintained 
and that from a professional value at least, the intern 
has been adequately compensated by the quality of 


medical education which the hospital has offered him. 


The intern himself must be diligent, loyal and 
above all studious. If he is to receive the largest 
return for the year in his hospital he must subordi- 


nate many of his inclinations to the satisfactory per- 


formance of the work he has assigned him. The 
hospitals that have difficulty in securing desirable 
interns are generally those who offer negligible edu- 
cational opportunities. Colleges of medicine as well 
as the Council on Medical Education and Hospitals 
are closely following the results of intern education 
in our hospitals. If our institutions want good in- 
terns they must make the intern year of real value 


to the medical graduate. 


& a & 


The Hospital Pharmacy 


A department of the hospital which is often 
neglected is its pharmacy. Even in our moderate 
size or smaller hospitals the pharmacy should be 
under the direction of a full time competent pharma- 
cist. The practice of trusting the compounding of 
simple staple hospital formulae to any but a com- 
petent pharmacist is hazardous, wasteful and should 


be prohibited. 


A sizable portion of the hospital income is spent 
for drugs, biologicals, pharmaceuticals, and other 
supplies issued by the pharmacy. The pharmacist can 
save the hospital a considerable sum every year in 
the judicious, intelligent and economical purchase of 
hospital drugs and supplies. His accuracy in the 
compounding of prescriptions, in stock solutions and 
pharmaceuticals effect a greater saving. The care 
and judgment which he uses in dispensing supplies 


will save the hospital many a dollar. 


But aside from this, there is a definite hazard for 
which the administration of the hospital is legally 
responsible, in permitting the filling of prescriptions 
and the dispensing of drugs by incompetent em- 


ployes. 


Again the pharmacy should be well located, attrac- 
tively furnished and equipped. Its shelves should 
be clean and well ordered and its stock of supplies 
kept fresh and up-to-date. The same exacting clean- 
liness should be established in the pharmacy as is 
It should be in 


every instance a modern well appointed, well 


practiced in the operating room. 


equipped department of the institution staffed by a 


registered pharmacist. 





The Large Hospital With an 
All Graduate Staff 


E. CHARLOTTE WADDELL, R.N. 


Superintendent, Woman’s Hospital, Detroit, Michigan 


V V OMAN’s HospitTAL, DETROIT, is a com- 


paratively new hospital, modern in every way and 
was opened in June, 1929. It has a capacity of two 
hundred thirty beds, one hundred of which are for 
obstetric cases in a segregated division, with one 
hundred bassinets. The remaining beds are for 
gynecological and general surgical cases, with twenty 
beds for pediatric cases. 


In the old hospital containing seventy beds, a 
training school had been operating for twenty-one 
years. During that period, in order to meet state 
requirements for registration, students affiliated for 
adult male surgical and medical, adult female medi- 
cal, and pediatric nursing. 


Woman’s Hospital is governed by a Board of 
Trustees, all of whom are women. The members 
are alert and with open minds, accept their responsi- 
bilities ; two holding responsible positions in the city 
were trained nurses and their point of view has al- 
ways been most valuable. 


As the national requirements for the education of 
the student nurse was rasied, it was deeply impressed 
upon all concerned that adequate nursing care of 
patients could not be given by a student group. 
Furthermore, the question arose as to whether or 
not there was justification in conducting a train- 
ing school for nurses in a large specialized hospital 
which we were about to occupy. Affiliations, as be- 
fore, would have to be maintained, but how could the 
students have an adequate general training when 
nearly fifty per cent of the patients were obstetric 
cases? This question was studied seriously. 


The student group in the old hospital had never 
numbered more than forty, and as we were going 
into a much larger building, graduate nurses for 
general floor duty service would have to be engaged 
as part of the nursing staff. 


Post Graduate Work in Obstetrical Nursing 


During 1929, 1930, and 1931 there was a marked 
reluctance on the part of the graduate nurse to even 
consider general floor duty nursing, and it was very 


Presented before the Convention of the American Hospital 
Association, October 1, 1936. 


difficult to secure well trained nurses for our staff, 
especially in the obstetrical division. Because of 
this difficulty it was decided to take in a class of 
graduate nurses who wished to gain further knowl- 
edge and experience in obstetric nursing. 


There was an abundance of clinical material, and 
a very comprehensive teaching schedule was adopted. 


Four students were admitted in the first class. The 
period of training and study was four months, and 
from this group we hoped to build up a permanent 
graduate staff. Later a combined course of gynecol- 
ogy and obstetrics was offered. Students were ad- 
mitted four times a year, and we had from six to 
eight students in each group. 


In 1931, when the depression was beginning to be 
felt in the nursing profession, we were swamped by 
nurses wishing to take these courses. Those who 
were accepted as students and placed on the perma- 
nent staff, following their course of training, gave 
us the nucleus of a complete graduate staff. 


This opportunity for post-graduate training in 
those two subjects seemed to fill a decided need, and 
many well educated nurses came to us for advanced 
specialized training. We now carry an average of 
ten post-graduates who are taking the combined 
course, and as far as possible we recruit our perma- 
nent staff from this group. Others move on to fill 
responsible positions, many going back to their school 
for supervisory duties. 


Financing the Graduate Staff 


Many questions came up as to the method of 
financing an all graduate staff. Would the public 
support us in sufficient numbers enabling us to carry 
on, and would our income be sufficient to cover the 
greatly increased cost to the hospital of an all grad- 
uate nursing staff? 


As we catered to a clientele largely drawn from 
those of moderate income, it was felt that if we 
could give them a type of nursing care on floor serv- 
ice which would eliminate their need for the special 
duty nurse we might succeed, and with this goal in 
view we discontinued the training school in Septem- 
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ber, 1931, and provision was made for the transfer 
of the students to other schools. 


Up to the year 1932 the hospital was a beneficiary 
of the Community Fund, but we had become self- 
supporting, and in December of that year this asso- 
ciation was discontinued, the Fund taking over the 
financing of the Department of Philanthropies, which 
consists of a home for unmarried mothers in the 
country, the out-patient clinics, and the social service 
department. 


Many doubts arose as to the ability of the hos- 
pital to carry alone its financial load, but this has 
been done from income with the exception of about 
$5,000 yearly which comes to us from our Endow- 
ment Fund. We have not had a deficit, and for the 
last two years have closed with a considerable sur- 
plus, part of which has been turned back into ad- 
justment of salaries which had been greatly reduced 
at the time of the closing of the banks in Detroit. 


Over a period of five years patients asking for, 
or requiring, special duty nurses have averaged six 
per cent, and there have been times when we did 
not have one in the hospital. Very seldom have we 
had more than twelve per cent who have had special 
nurses. 


For four years after putting in a complete grad- 
uate nursing staff the nurses were on duty fifty-one 
and a half hours per week, with an allowance of 
two half days off duty weekly. This year we have 
been able to arrange for each nurse to have one full 
day off duty per week and a working week of forty- 
eight hours. This schedule necessitated one addi- 
tional nurse for each six on the payroll. 


In the birth rooms, where we have from two 
hundred to two hundred thirty births per month, we 
have a straight eight-hour shift. Each group has a 
supervisor and there is a day superintendent for the 
whole division of one hundred beds. In the three 
nurseries, one located on each floor of the obstetrical 
division, we also have a straight eight-hour shift and 
each group has their own supervisor, and there is 
also a day superintendent for the whole division of 
nurseries. In the operating rooms a certain number 
of nurses have a straight eight-hour service, and 
about one-third of the nurses on duty take broken 
hours in order to maintain continuity of service and 
prepare for the following day. 


How We Arrange Night Duty 


The question of night duty is always discussed with 
the new appointee when engaged. By a system of 
rotation, each nurse is expected to do from two to 
three months of night duty during the year. If a 
nurse expresses preference for night duty her wishes 





are met. We have very little difficulty in making 
these assignments as the nurse does not stay on night 
duty longer than two months at any consecutive time. 
Night duty may be from seven to seven with hours 
off, or a straight eight-hour shift. This year we have 
eliminated night calls for operating room nurses 
although all time lost in this way in the past was 
carefully made up. Our new arrangement of operat- 
ing room nurses on night duty is a step forward, and 
although we do not have many emergency operations 
these nurses are of great assistance if emergency 
treatments have to be given. 


On the floors the hours for most of the nurses are 
from 7 a. m. to 7 p. m. with three hours off duty 
and one hour for meals. 


The ratio of patients per nurse for day duty is as 
follows: on the surgical side it runs from 4.4 patients 
to 7.3 per nurse with an average of 5.7 patients to 
each nurse. 


On the maternity side it runs from 4.4 patients to 
5.5 per nurse with an average of 4.6 patients to each 
nurse, 


At night this ratio is eleven patients per nurse on 
the surgical side and 12.3 patients on the obstetrical 
side. 


The case load is adjusted by the requirements of 
the patient, rather than allotting a certain number of 
patients to each nurse. All routine evening care is 
given before the day nurses go off at 7 p. m., and 
when the percentage of occupancy takes a quick up- 
ward turn we call upon the Community Nursing 
Bureau for additional nurses, who come in for eight- 
hour periods for both day and night service. Some- 
times we have on duty fourteen to sixteen from the 
Bureau, and this helps to keep the load adjusted to 
our regular staff and relieves strain. 


The Nursing Turnover 


Our statistics show we had a turnover of 3.2 per 
cent nurses from January to the end of August this 
year, and we think this is very satisfactory. The 
records also show 4.4 per cent of illness. Over a 
period of eight months from January to the end of 
August this year there were two hundred four days 
lost or an average of 1.7 days illness per nurse. Much 
of this is due to the fact that the nurse showing the 
slightest disability of what might appear to be in- 
significant conditions is taken off duty until she is 
thoroughly well again. Of these two hundred four 
days of illness we had four nurses who had major 
operations, and one who had a tonsillectomy, ac- 
counting for one hundred fifty-three days of illness 
and convalescence out of the total number of two 
hundred four days of illness. 





We are often asked about the cost of graduate 
nursing. Of course, it is expensive. We do not 
expect it to be otherwise, but poor or inadequate 
nursing may also be expensive to a hospital. I wish 
to say modestly we have built upon a reputation of 
good nursing service in the community, and by that 
maintained an excellent percentage of occupancy. 


The small number of patients asking for special 
duty nurses assures us they are satisfied with the 
nursing service. To the doctors a real service is 
rendered in the confidence he has that his orders 
will be carried out correctly and efficiently. 


Graduate Nurses and Floor Duty 


Within the last three years graduate nurses have 
taken more kindly to general floor duty nursing, and 
they no longer feel it is a step down in their pro- 
fession. Given a normal working day, and an as- 
sured income with adequate and complete equipment 
to work with, we find a contented group of workers. 


We encourage the staff to take advantage of all 
opportunities of widening their professional knowl- 
edge. The League of Nursing Education, which is 
responsible for the educational program carried out 
in the Detroit District Nurses’ Association, has ren- 
dered a real service to the nurse who is anxious to 
keep in touch with new methods of practice. 


With the eight-hour day we find that nurses are 
not over-fatigued, and take up many forms of recrea- 
tion, such as golf, tennis, and horseback riding. As 
a group not much can be done in the way of plan- 
ning entertainment for them as they prefer to find 
their own. 


Fitting the Nurse to Her Job 


The major part of nursing duties in a hospital will 
always be bedside nursing, and the majority of nurses 
acceptable to a hospital will come within that group. 
Therefore, we try to fit the nurse to the job, rather 


than to hold out to the general duty nurse the hope 
of some day getting out of that type of service. We 
believe a large majority of nurses still find their 
deepest satisfaction in ministering to the bedside 
needs of the patient. 


When vacancies occur on our supervisory staff 
we advance from our own group as much as pos- 
sible, providing we have the type of nurse able to 
fill the vacant position. 


With the admission of new nurses to our staff, if 
they have not had our post-graduate course tech- 
niques are carefully gone over and demonstrations 
given so that our nursing procedures are preserved 
and maintained, and as far as possible we eliminate 
duties not essentially nursing. In all departments 
and on all floors we employ nurses’ aides for these 
duties. 


Salaries . 


The salaries of our graduate nurses range from 
$72.50 to $75.00 per month with full maintenance, 
and we hope to see the 1931 salaries restored as our 
revenue is increased by a steadier percentage of oc- 
cupancy. In 1931 and 1932 we were paying $90.00 
per month with full maintenance. 


The nurses have two weeks’ vacation with pay at 
the end of their first year, or they may take one week 
off with pay at the end of six months. 


If sick they have free hospitalization and medical 
care, and if they have been one year or longer in our 
service they are entitled to two weeks’ full pay. 


We find the standard of efficiency must be main- 
tained by constant kindly and sympathetic super- 
vision. 

There are many 2djustmentes we hope to make 
and we do not rest satisfied with past achievements, 
but we are convinced from our experience that a 
graduate staff gives tremendous satisfaction to doc- 
tors, patients, and those responsible for the care of 
the patient. 








Seven Greatest Killers of the Human 
Race 


Heart Disease 


Ns fs ki waviness ees 
Pneumonia 

Cerebral Hemorrhage 

Chronic Nephritis 

Tuberculosis 


The above are the number of deaths per 100,000 
population for the United States. 
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Walter S. D. Cook Appointed 


Dr. S. S. Goldwater, Commissioner of Hospitals, 
New York City, has announced the appointment of 
Walter S. D. Cook, Brooklyn, New York, as deputy 
commissioner in charge of architecture and engineer- 
ing. 

Mr. Cook originally joined the department in the 
above capacity in 1934, but on account of illness re- 


signed during that same year. He was followed by 
Lee D. Miller, who died on October 15. 
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Public Relations from the Viewpoint 
of the Hospital Trustee 


INGERSOLL BOWDITCH 


Treasurer, Board of Trustees, Faulkner Hospital, Boston, Mass. 


~ oe IS A PRETTY BROAD SUBJECT, and I may 
not seem to follow it very closely. I hope, however, 
that I shall be able to suggest to you something that 
may be helpful. 


As I see it, the subject has two sides: the relation 
of the hospital to the public, and that of the public 
to the hospital. I shall discuss the hospital’s side 
first and use as my guide a community hospital of 
about one hundred fifty beds. 


The Family Physician and the Hospital 


In this community there are a large number of 
family doctors to look after all members of the 
household and, when necessary, send their patients to 
the hospital in order that they may have treatment 
and advice from the surgeons and specialists on the 
hospital staff. In cases that do not need hospital 
care, the family doctor, who should at least be a 
member of the associate or courtesy staff, can have 
the advantages of the scientific equipment of the 
hospital to help him diagnose his patient’s ailment. 
The pathologist will furnish him with a report which 
may make certain some points on which he had some 
doubt; the roentgenologist will tell him if a frac- 
ture has occurred or whether the trouble is just a 
severe sprain. In many cases the small bones in the 
foot or hand have been broken and only the x-ray 
can reveal the break. It can also discover incipient 
cases of tuberculosis several months before any other 
method is available to the family doctor, thereby 
permitting his patient to begin a proper treatment 
before the disease has made much progress. This 
will save the patient a great deal of expense and 
protect his family from contracting the disease. 


The doctor may wish his patient to have physio- 
therapy or occupation therapy treatment but the 
patient has no means of reaching the hospital to take 
this treatment. Or he may believe that his patient 
will be benefited by a special diet which is not easily 
prepared by members of his family. Here again the 
hospital can help him by sending trained members of 
its staff to administer the treatments and to show 
how the special diet may be prepared. 
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To the doctor himself the monthly meetings of 
the staff are most beneficial. Here the treatment of 
interesting cases is discussed and from the informa- 
tion obtained the family doctor may be in a position 
to recognize an infrequent disease which he has not 
previously met in his practice. These meetings are 
very stimulating to a progressive doctor and tend to 
raise the standard of practice in his community. 


The Board of Trustees Determines the Hospital's 
Policy 


It must be borne in mind that the Board of Trustees 
are responsible for the manner in which a hospital is 
conducted and determine its policy. The superintend- 
ent, nurses, and doctors are expected to carry it out. 
The superintendent must be a far-seeing and broad- 
minded administrator, as she is the one who comes 
in contact with the community and especially the 
family doctor. Her example is followed by the per- 
sonnel of the hospital which is in a position to make 
or break the friendship of those who come to the 
hospital. Everyone knows how easy it is for a 
patient to get the wrong impression from someone 
who unintentionally does something which displeases 
him. 


The Selection of the Medical Staff 


It is very important for the trustees to choose 
with great care the medical and surgical staff. One 
poor doctor can cause more criticism than the rest 
of the staff can overcome. In a small community 
some of the doctors have the idea that they are as 
good as those who have had a great deal of experi- 
ence in large hospitals and resent the idea of being 
limited to that kind of practice for which they are 
best suited. The most dangerous are those doctors 
who think that they can-do surgery without having a 
special training for it. It is the duty of the trustee 
to make personal investigations as to the qualifica- 
tions of the doctors who apply for membership on 
the associate staff and not to appoint them just be- 
cause the hospital staff recommends the appointment. 
To give every one a chance to look up an applicant 
his name should come before the Board at one meet- 
ing and be acted upon at the next. 


The community looks to the hospital for guidance 












and will be very apt to choose for a family doctor 
one who is on its staff. It is much.more difficult to 
remove a doctor than to keep him from becoming a 
member of the staff. 


One way to encourage the doctors to do good 
work is to hold clinics in connection with conven- 
tions which may be held in the larger cities. Doctors 
from great distances attend these conventions and are 
interested to learn what other doctors are doing. A 
hospital of one hundred fifty beds can put on a 
piece of work as interesting as that of a larger hos- 
pital. At the convention of the American College 
of Surgeons held in Boston in 1934, one of the 
smaller hospitals held meetings for two days and 
received high praise for what it accomplished. 
Trustees must realize that the community looks to 
them to provide it with the best medical care and 
must encourage the local doctors to see that it gets 
this care. 


Educating the Public 


There are several methods which may be used to 
convey to those in the community what the hospital 
offers. The Community Relations Committee should 
prepare the annual report so that the reader will 
become interested in the work of the departments 
and learn the cost of caring for the patient. This is 
very important because the average patient does not 
realize how many steps are taken to find out what 
must be done for him before he is restored to health. 
If he has a major operation, the x-ray and laboratory 
staffs are used to diagnose the true condition. The 
supplies used in the operating room are many, and 
much time is taken by the nurses and friends of the 
hospital to prepare and sterilize them. All these 
preparations are an expense. After the operation 
many dressings are used and close attention to the 
patient, by the nurses and supervisors, is necessary. 
If consideration was given to these details, some 
patients might be willing to take semi-private accom- 
modations instead of ward beds in order to feel that 
they more nearly paid the cost of their care 

Some Boards of Trustees have set aside special 
days when groups are taken through the buildings 
by guides who explain the work of the different 
departments and what is necessary to be done in the 
care of the patient. Such a visit will easily explain 
the true cost of hospital care. 


Staff Lectures on Health for the Community 


The doctors on the staff, with the interest of the 
community at heart, may arrange a series of lec- 
tures to be given on Sunday afternoons during the 
winter months. Each doctor talks on the disease in 
which he is the most interested and explains to the 
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audience the fundamental points they. must observe. 
He emphasizes the need of consulting the family doc- 
tor when their condition is not normal, in order that 
a serious trouble may be corrected before it has gone 
too far. A series of such lectures was given at the 
Faulkner Hospital in Boston last winter with a 
capacity attendance, and after each lecture the doctor 
was asked many questions which showed how inter- 
ested in the subject the audience had become. At the 
last lecture a doctor, who had taken a great deal of 
trouble in producing it, showed about eight hundred 
feet of moving picture film depicting the many activi- 
ties of the hospital. ; 


Hospital trustees can learn a great deal by com- 
paring notes with trustees of other hospitals in the 
vicinity. This has been done in Boston very success- 
fully by a group of superintendents and their trus- 
tees during the past two years. Meetings are held 
three or four times a year, the superintendent at 
whose hospital the meeting is held acting as hostess. 
After a simple dinner, a topic arranged for the 
evening is thoroughly discussed and then each one is 
allowed to ask one or two questions, which often 
bring out many important points which have been 
bothering some of the trustees and solved by others. 
These meetings acquaint the trustees with the special 
problems of the superintendent, which are not neces- 
sarily brought before their boards, and enable them 
more easily to cooperate. 


‘I have been speaking so far about the relationship 
of the hospital to the community and now I shall 
take up some of the ways the community can asso- 
ciate itself with the hospital. 


Hospital Aids' Associations 


The Aid Association is one of the hospital’s great- 
est assets. Its membership includes those who are 
willing to be called upon to assist in every way pos- 
sible. Committees are formed to take charge of its 
different activities. 


The Supply Committee has charge of the purchas- 
ing of the many different materials needed in the 
various departments and prepares the articles which 
are made by members of different churches in the 
community and by charitable organizations which 
have money to pay sewing women to make the fin- 
ished articles. When these sewing organizations 
were started it was impossible to sell the finished 
articles made from material bought for the purpose, 
but now that such articles can be bought so cheaply 
at the department stores the sewing organizations 
are eager for material furnished by others. In this 
way one charity helps another. 


The ladies on the Library Committee attend to the 
distribution of books and magazines to the patients 
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and volunteer their services on regular days. Some 
of the latest books constitute a lending library, for 
which a charge is made. Other books are free for 
an indefinite time. Patients who have their own 
books are asked to give them to the library if they 
do not wish to take them home. With these books 
and others which are purchased with special funds 
the library is kept supplied. 


Committees from the different districts are asked 
to take charge of teas which are often given to aid 
the community spirit. These teas are at very little 
expense to the hospital as the members of the Aid 
contribute the food. 


The subscription office has a great deal to do with 
promoting community relations with a hospital. The 
methods used are varied but the main object is to 
keep informed a large group of people of the needs 
of the hospital and especially what it can do for them 
if any should need hospital care. The literature 
which goes out annually with the appeal for money 
for the care and treatment of those who must have 
it, but cannot pay for it, should set forth clearly 
what the hospital has to offer a prospective patient. 
At least one picture should be used and a short story 
told which illustrates the spirit of service which ex- 
ists in the hospital. It must be emphasized that the 
hospital is always ready to serve. This group of loyal 
contributors will form the main source for large gifts 
when it is necessary to raise funds for some impor- 
tant enlargement necessitated by the demands of the 
community. 


Selecting Students for Nurse Education 


The directors of training schools are having diffi- 
culty in getting just the right type of girls to develop 
into nurses who will meet the exacting requirements 
of the doctors and patients. The head masters of 
high schools and the deans of colleges may be of 
great assistance to the training school directors if 
they will inform themselves as to the qualities of a 
high school or college graduate needed to make a 
successful nurse. At a meeting of head masters and 
‘hospital administrators one of the former stated 
that he advised his best graduates to take up teaching 
and if he could not think of any occupation suitable 
for the other graduates he suggested that they might 
try nursing. He was asked if he wanted such a 
person to look after him when he was sick. He re- 
plied that he would want the best nurse he could get. 
The time is coming shortly when it will be necessary 
to have a. college education in order to be accepted 
for a hospital administrative position, and in fair- 
ness to those who wish to prepare for these positions 
the officers in charge of college preparatory institu- 
tions should become familiar with the courses given 






to pupil nurses and the personal qualities needed to 
become a successful registered nurse. 


The Community's Interest in Legislation 
Affecting Hospitals 


A very important piece of work communities can 
do for their hospitals is taking an interest in the 
action of legislative bodies, both National and State. 
The three leading hospital associations have a joint 
committee, which has spent a great deal of time 
before the different Congressional Committees. It 
has discovered that very few members of these com- 
mittees realize how voluntary hospitals are affected 
by the increased cost of supplies used by them, due 
to increased taxes on products used in making these 
supplies. This committee was instrumental in de- 
creasing the proposed tax on cotton goods used by 
hospitals for their free cases, thus saving voluntary 
hospitals in this country much expense. Another 
piece of work which this committee accomplished 
was the exemption of hospitals from paying a tax 
for old age pensions. If their efforts had failed, 
many small hospitals would have been compelled to 
close on account of this extra burden. 


The Massachusetts Legislature passed a bill, which 
was overlooked by the hospital authorities, making it 
necessary for hospitals to pay their employees and 
nurses weekly instead of monthly. It has been the 
custom to make up the payroll at the end of the 
month although it was arranged that some of the 
employees could receive their pay weekly if they so 
requested. The carrying out of the provisions of 
this bill put a heavy strain on the bookkeeping de- 
partment, which is frequently overworked, especially 
when the hospital is filled to capacity. When the 
hospital authorities discovered the expense which 
this bill caused them, they filed an amendment which 
became a law, exempting voluntary hospitals from 
weekly payrolls. This success was due in a great 
measure to the work of doctors and trustees of the 
Massachusetts hospitals. 


One of the great problems which hospitals have is 
to collect payments from patients injured in automo- 
bile accidents. The injured are brought to the hos- 
pital by the police or by other automobilists and the 
doctors of the staff receive nothing for their serv- 
ices. In some cases the injuries are severe and the 
patient remains several weeks. Generally the in- 
jured person has no money, or if he has he feels that 
the person causing the injuries or the company in- 
suring this person should pay for his care. The 
result is the same—the hospital and doctor have to 
wait for their money and very frequently do not 
get it. 


In some states there is a lien law which enables 








a hospital to file a claim with a county clerk. This 
compels the insurance company, when settling with 
the patient, to take care of the hospital and doctor 
bills first.. I understand that it took fifteen years to 
get a similar law passed in the State of New York, 
due to the strong opposition of the insurance com- 
panies. Here is an opportunity for those interested 
in hospitals to lend their aid in impressing upon their 
congressmen and their legislators the need of pro- 
tecting the hospitals from expenses due to taxation, 
and I know of no better class of people to do this 
work than the hospital trustees themselves. They 
should not leave it to the directors of large hospitals 
and the members of the various medical societies, 
who in the past have carried on their shoulders this 
great burden. 


Another important matter which should interest 
everybody is the appointment of properly qualified 
men and women to national and state positions 
which have authority over hospitals and their activi- 
ties. The best available should be at the head of the 
state and municipal health departments and the 
department which has charge of the registration of 
doctors and nurses. If these positions are filled for 


political reasons only, standards will be lowered and 
no one will be able to tell what doctor should be 
called in case of illness and whether a nurse is 
capable of carrying out the doctor’s orders. Trustees 
and laymen should be of great help to hospital direc- 
tors and medical societies in influencing those who 
have the power to make these appointments and 
should make great efforts to see that properly quali- 
fied persons are appointed to these important posi- 
tions. They should seek the advice of their own 
professional staff as to the suitability of the ap- 
pointees proposed but should personally bring pres- 
sure to bear on the appointer so that every position 
concerning health matters is properly filled. 


Being a trustee of a progressive hospital is to me 
a great source of interest and pleasure. I have come 
in contact with many problems which have been 
given a great deal of thought by many different per- 
sons before a solution has been obtained. I take it 
for granted that everyone is anxious to make his 
hospital a success, both from a medical as well as a 
financial point of view, and I hope what I have said 
may be of some assistance in accomplishing this 
desired goal. 








An Automatic Hot Water Bottle Heater 


CARL W. WALTER, M.D. 
The Surgical Laboratory, Peter Bent Brigham Hospital, Boston, Massachusetts 


ECONOMICAL SOURCE of continuous 


heat at a constant temperature is desirable for the 
local application of heat. The need for such a de- 
vice prompted the development of an electric, ther- 
mostatically controlled, hot water bottle heater. The 
conventional hot water bottle proved to be the most 
ideal method of obtaining an even distribution of 
heat because it presents a soft, yielding surface 
which readily conforms to irregular or tender areas. 
Simplicity, availability, and economy are also obvious 
advantages. 


The heater (Figure 1) is constructed sturdily,* 
it is properly insulated,** and has an indefinite life. 
Its thermostatic control is of the positive break type 
with a differential of 0.1 F. and is sufficiently rugged 
to withstand mechanical shock and overheating with- 
out readjustment. The sixteen watt heating coil 
serves as a maintenance heater only, since the initial 
hot water can be obtained from the hot water faucet 
more quickly and economically. When the heater is 
not immersed in water the temperature automatically 


drops to a safe level*** (Figure 2). In event of 
failure of the thermostat, the temperature of the hot 
water bottle will not exceed 150 F. Electrical fail- 
ure or leakage of moisture into the heater is not 
dangerous because the device is grounded by means 
of a three-wire cord. 


In common with all electric appliances the heater 
described presents the potential danger resulting 
from failure of the cord. The provision of a dura- 
ble, rubber covered, grounded cord is a safeguard 
against this danger. Periodic inspection of the cord 
for cracks and other signs of wear will prevent the 
occurrence of fortuitous circumstances which con- 
tribute toward the low voltage shock hazard.’ 


*Made by Wilfred J. Turenne, Danvers, Massachusetts. 

****No device or equipment shall be deemed safe if, in 
normal operation, under any probable condition of tempera- 
ture and of humidity, current in excess of 0.2 milliampere 
(0.0002 amperes) flows to ground or between exposed termi- 
nals.” Fundamental Safety Requirements for Electrical 
Equipment to be used by the Public, Section II, 1932 Asso- 
ciation of Edison Illuminating Companies. 

***“Surfaces which are designed to be touched or handled 
by persons (other than momentarily) shall not attain a tem- 
perature greater than 130 F. in normal operation if of metal, 
or 150 F. if of other material.’ Specifications for Domestic 
Electric Equipment, Appendix B, Association of Edison Illu- 
minating Companies. 
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The frequency of burns resulting from the use of 
poultices, hot water bottles or hot packs, which have 
been applied too hot in order to offset rapid cooling, 
makes the use of a controlled source of heat desira- 
ble. Chemical heating pads present the danger of 
producing burns.? Electric pads cause burns fre- 
quently because of unreliable thermostats,’ and in 
addition present a definite fire hazard** and a tre- 
mendous shock hazard.*:* Moisture or perspiration 
penetrate the insulation of an electric pad sufficiently 
to permit the leakage of 2 to 4.80 amperes at 120 
volts, leakage far in excess of that known to be 
safe.** The well insulated, grounded heater de- 
scribed is a safe source of controlled heat when used 
with ordinary care. 


Anyone familiar with the use of the hot water bot- 
tle can use the heater by merely substituting it for 
the stopper of an ordinary hot water bottle contain- 
ing the desired quantity of preheated water at 115 F. 
The air should be expelled in the customary fashion 
and the heater screwed in snugly. After connecting 
it with the 110 volt alternating current supply the 
device functions automaticaly at a cost of approxi- 
mately three cents for twenty-four hours, where the 
cost of electric power is six cents per kilowatt hour. 
The safety and adaptability of the ordinary hot 
water bottle, which have made it preferable to po- 
tentially dangerous devices such as electric heating 
pads and chemical warmers, have been increased by 
the automatic maintenance heater and its utility is 
extended to situations in which rapid cooling has 
made it heretofore unsatisfactory. 










Figure II.—The safety and 
efficiency of the heater are 
demonstrated by the tem- 
perature curves taken from 
the record of a Leeds & 
Northrup Micromax Poten- 
tiometer. The inserts show 
the location of the thermo- 
couples. 
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Figure I—A simple inexpensive heater which maintains 
the temperature of a hot water bottle at a constant level. 
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Costs and Benefits of Hospital 
Library Service 


HERMAN HENSEL 


Assistant Superintendent, Presbyterian Hospital, Chicago 


Bevo: EVERYONE READS NOWADAYS. We 
are told that we are a literate people, that we publish 
more periodicals, buy more books than any other 
nation. Our compulsory public school system, night 
schools for adults, etc., teach us to read. Public 
libraries are established throughout the land; news- 
papers and magazines are within the reach of all. 
Reading is a part of our daily lives. An essential 
element for reading is time, and a patient in a hos- 
pital has time, above all else. Some, not too sick, 
welcome -his respite from their daily work and make 
of it an opportunity. Said a circuit judge to the 
librarian, “All my life I have had no time to read 
anything but law.” Now at.last in a hospital he 
found time to read a particular novel that he had 
been wanting to read for many years. To many, 
however, time passes very slowly. The mind of the 
average person does not have sufficient resources 
to nourish itself for long. Very few can spend 
much time with themselves without becoming lone- 
ly; their memories are not rich or pleasant enough 
to draw upon; their experiences not colorful enough 
to mull over. The newspaper writer, Dorothy 
Dix, wrote of an out-of-the-ordinary instance, an 
elderly woman who was very ill and who, on being 
asked by her doctor about her night’s rest, replied, 
“Oh, I had a beautiful night; I didn’t sleep any, but 
I spent the night in Japan.” The memory of far 
places and gay adventures cheered her to the grave. 


Outside interests, therefore, must be called upon 
to amuse, to entertain, to relieve the tedium which 
these long, uninspired hours bring. To place a book 
in the hands of a patient at such a time, a patient who 
has the energy and desire to read, is possibly the 
best means of bringing some measure of consolation 
and contentment. 


Supplying Reading Material for the Patients 


By whom shall this reading material be supplied ? 
True, some patients may bring books and reading 
materials with them. Friends and acquaintances 
may bring fresh supplies of favored magazines, 
books, etc., but many patients are not so fortunate. 
Possibly hospital libraries began when some well- 


*Presented before the Convention of the American Hospital 
Association, September 30, 1936. 


to-do patient, who, being used to having books be- 
side her, donated a few to the hospitals for the use 
of patients having none. Indeed, very few hospitals 
put aside a large room and said that here would be 
an ideal place for a library and then set aside a sum 
of money with which to buy books and magazines. 
No, not at all; these few donated books would be 
given she!f room possibly in some remote corner. 
As the books donated by patients, friends, and mem- 
bers of the Woman’s Board grew in number, then 
the need for someone to take them to the patients 
arose, and this worker (who was probably a volun- 
teer) would receive requests for newer books, the 
best sellers advertised in the newspapers, books 
recommended by friends, etc. Very soon the dis- 
pensing of books required the services of a full- 
time librarian, and a trained librarian was added 
to the hospital personnel. Taking pride in her de- 


partment, the librarian would try to ‘make an ade- 


quate library out of her materials, and her efforts to 
get new and up-to-date books to fulfill the requests 
of the reading patients would eventually lead to a 
fund for such books as were most in demand. Here, 
then, we have the beginning and development of a 
hospital library. 


In some such way the library of the Presbyterian 
Hospital was evolved. The library in our hospital 
has always been under the direction of the Woman’s 
Board. Indeed, a library committee was appointed 
when the Woman’s Board was organized some 
fifty-three years ago, and up to about seven years 
ago the members of the committee were the volun- 
teers who distributed the books. The value of a 
library to a hospital was recognized at the beginning 
of the organization of the hospital along with the 
need for furnishings and linen. 


Under the able direction of our librarian, Miss 
Selma Lindem, our library has grown very rapidly 
until now it possesses approximately 5,500 books, 
equal to fourteen books per patient bed. 22,270 
books and magazines were put into circulation during 
1935, requiring an average of thirty visits per day 
to patients by the librarian. Intermittently we have 
had volunteers to assist the librarian, but our ex- 
perience with volunteer service has not been wholly 
satisfactory for the reason that it takes considerable 
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time on the part of the librarian to teach and train 
them, and often after they have had sufficient train- 
ing to be of use they do not turn up when expected. 


We do not have a medical library in Presbyterian 
Hospital since Rush Medical College, with which we 
are affiliated and whose building adjoins ours, has 
a large medical library, and our staff are all on the 
faculty of Rush College. 


How the Hospital Library Serves the Patients 


If a hospital library accomplished nothing more 
than to while away the patients’ hours, to stop them 
from looking at the hands of the clock, to keep them 
mentally occupied, it would be serving a worthy pur- 
pose. Picture a farmer absorbed in a book on hog- 
raising, a laborer on American history, a man of 
foreign birth on travel and geography, a housewife 
on interior decoration, a medical student reading the 
novels of Dumas and Balzac, each choosing the sub- 
ject in which he or she is most interested. However, 
it is not all as.simple as this for comparatively few 
patients can be placed in such groups. Illness in its 
_ course often sweeps in a bewildering set of new 
situations and conditions. Abrupt and’ unforeseen 
changes take place in the surroundings of the one 
taken ill. Hopes may have to be dashed and plans 
abandoned. No longer is he in control of those 
activities which good health permits. Now he must 
submit to the conditions which accompany his par- 
ticular disease; inactivity, possibly for long dura- 
tion and the problems that it raises ; loss of time, job, 
money, and so on. Fear because of the uncertainty 
of his future grips him. Adjustment by the patient 
to this new state of swiftly created affairs is slow, 
and until he is adjusted he is a much disturbed man. 
He may become “down on his luck” or lose his 
nerve entirely. What more can be done for a patient 
in such a condition than to provide fine medical and 
nursing care? What can a librarian do when she 
comes to the bedside of such a patient? What mental 
stimulation can she offer? The act, itself, of calling 
makes an impression upon the patient. It is a friend- 
ly call, a call of good-will. It is really a call made 
by the administration, by the management of the 
hospital. He is pleased with the knowledge that the 
hospital, beyond his physical comfort, also provides 
sustenance for the mind. No wonder then that when 
patients leave they give high praise to this service 
for it has added a pleasant picture to the wall of 
their hospital experiences. 


Obviously, a librarian in her approach to a patient 
must be possessed of that wisdom and understanding 
which training and experience alone can give. She 
must not only know her reading material but also 
must be quick at discerning the kind of man or 
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woman with whom she has to deal. She must be 
at her best in detecting the mind clouded by despair, 
doubt, or worry. Skill she must have in meeting the 
responses of her patients which are not always pre- 
dictable. She must be wise in the selection of the 
reading material which will best administer to the 
mental needs of her patient, for at such a time a 
properly chosen book is of inestimable comfort. As 
a classical instance, in “Julius Caesar” on the eve 
of the battle of Phillippi we find Brutus, apprehen- 
sive of his fate on the morrow, reading. 


The Selection of Books for the Patient 


How great may be the value of a well-selected 
book as a quieting agent, as an inspiring agent, we do 
not know. What healing influence, what salutary 
effect, what curative power a good book might exert 
upon the general well being of a man or woman, can- 
not be stated in exact terms. The effect of an idea 
might be profound but we lack a unit of measure- 
ment. A good book, we know, makes for mental 
equilibrium, restores again a hopeful outlook on life 
and its future, and in doing this, we agree with the 
aphorism of Coleridge that “the best inspirer of 
hope is the best physician.” We may even go so far 
as to say that physical suffering is at times allayed 
by its pages, for patients have been seen asleep with 
their books still clasped in their hands. 


When such a service can be rendered, the hospital 
library becomes more than a mere refinement, more 
than something of a luxury; it assumes the role of 
an essential department. 


Patients are not only pleased.to have the librarian 
call, but are pleased when she takes time to discuss 
with them the books of their choice. That this 
service is free, that there are not rental charges, is 
always a big surprise to them and they so express 
themselves quite freely and gratefully. 


Books for Foreign Patients 


When any of cur patients are from a foreign 
country, they are always happy when they find books 
written in their native tongue, and the librarian can 
usually meet their requests. Others express great 
satisfaction when they find books available on sub- 
jects in which they are particularly interested— 
botany, engineering, electricity, history, biography, 
travel, etc. 


The doctors soon learn the value of this depart- 
ment and often leave requests for the librarian to 
call on a newly arrived patient. However, the doc- 
tors do little or no prescribing as to the type of books. 
The librarian uses her own judgment; she assumes 
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that responsibility. As a general thing, the patient 
is permitted a wide selection and, if he or she is of 
a sensible temperament, may be allowed almost any- 
thing of his or her own choosing. 


The nursing staff, too, are happy to see patients 
with books, and when a patient not seemingly too 
sick refuses all reading material the nurses are wont 
to look upon such a patient with some degree of 
concern. A reading patient is usually a more cheer- 


ful person and one who is more responsive and ap- 
preciative of service. 


Since there is no rule of measurement by which 
we can rate the value of library service to the patient, 
how shall we determine what the cost ought to be? 
How can we say that this figure is too high, or too 
low, or just right? The cost per patient at the 
Presbyterian Hospital is $.028 per day, or $.28 for 
ten days. 








Questions and Answers 


Question: How should we figure radiation re- 
quirements for heating? 


Answer: Engineers figure radiation require- 
ments by a complicated formula taking into con- 
sideration the rate of heat loss for each different 
kind of material in the exposed area and the square 
feet of such exposed area, and correcting in some 
instances for the heat supplied by electrical fixtures 
in the room and from the bodies of the occupants 
of the room. 


A good approximation for the typical brick build- 
ing is the following formula: 


Total volume 
in cubic feet 


Square feet of 
outside wall 


Square feet of outside 
windows and doors 





2 20 
square feet of steam radiation required. This 
formula is based on heating the building to 70° in 
zero weather. For hot water heating, increase radia- 
tion by sixty per cent. 


In the average building or apartment of hospital 
type one pound of coal will produce about six pounds 
of steam, and heat one thousand cubic feet per de- 
gree day. With adequate boiler controls and pro- 
tection against losses in transmission, leaking win- 
dow frames, etc., this may be reduced as much as 
fifty or sixty per cent. 

‘ailashebiblpiceitipens 


Question: How much heat is lost by failure 
to insulate pipes? 


Answer: This is properly a question for a 
survey of the individual plant by a mechanical en- 
gineer. Roughly a three inch pipe carrying steam at 
eighty pounds pressure will waste 2.5 pounds of coal 
per lineal foot per day, or seventy-five feet of three- 
quarter inch steam pipe not covered will waste the 
equivalent of one horse power. 


Good insulation will save eighty per cent to ninety 


*Under average hospital conditions, it requires about six 
pounds of coal to produce 33.4 pounds of steam. 


per cent of this loss, and usually pay out the cost of 


its installation in fifteen to eighteen months. 
ake, «og Re 
Question: How much steam is used by the 


ordinary kitchen steam using appliances? 


Answer: J. O. Dahl, Secretary of the Ameri- 
can Hotel Association, answers a similar question as 
follows : 

“One boiler horse power equals 33.4* pounds 
of steam per hour. 

The following figures are for average condi- 
tions: 

40-gal. stock kettle 

3-compartment steamer 3 horse power 

36-in. bain marie 112 horse power 

1 plate warmer, average size. 1'% horse power 

6-gal. coffee urn 1% horse power 

6-foot steam table horse power 
3-compartment egg boiler.... 1% horse power” 
an 

Question: Is it safe to depend upon chemical 
sterilization of instruments? 


1% horse power 


Answer: One hospital that has gone into this 
question quite thoroughly reports that it uses a 
solution of twenty per cent liquor formaldehydi in 
distilled water which is then thoroughly saturated 
with borax. Complete saturation with borax pre- 
vents rust. 

Spores of B Welchii and B Tetani were dried on 
to knife blades and into box locks. Two hours soak- 
ing in the above solution destroyed these spores, but 
spores of B Tetani survived eight minutes boiling 
in one per cent sodium carbonate solution, and spores 
of B Welchii survived five minutes boiling in the 


same solution. 
omens ioceemnens 


Question: How much money is required to 
endow a ward bed? 

Answer: The question of the sufficiency of a 
bed endowment involves three elements: the rate 
of return on the invested endowment funds, the 
cost of maintenance of the ward bed, and the policy 
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of the governing board as to whether they are will- 
ing to accept an endowment which provides for less 
than the expected cost of maintaining that bed. 
Most governing boards believe that trust funds 
(endowments) should be invested in what might be 
termed gilt edged securities. Even in the best of 
times such investments cannot be expected to yield 
more than four per cent. Assuming an endowment 
of $25,000 earning four per cent, and a ward bed 
occupied eighty per cent of the time, or 292 days 
per year. The endowment income of $1,000 per year 
would provide $3.425 per occupied day—probably 
not enough to pay the full cost of maintaining the 
bed, but sufficiently attractive as a back log to justify 


the board in accepting it. 
——. 


Question: To what extent is machine prepara- 
tion of vegetables economical in a two-hundred 
bed hospital? Hi. P. 

Answer: The machines usually used may be 
classified as mixers, peelers, slicers, and shredders. 
Mixers are now on the market which are equipped 
with variable speeds and various attachments which 
enable them to grind meat or coffee, mix dough or 
whip cream, adaptable to so many purposes, most of 
which are very time consuming—these machines are 
very material labor savers and hence should have 
primary consideration. 

In addition to their labor saving qualities they in- 
crease the overrun in many mixes as much as ten 
per cent—muffins, cream puffs, etc., and thus add 
some economy in the amount of materials used. 

Peelers are probably the next most profitable ma- 
chines, as they not only save labor but save material 
as well. 

An experimental study made in eleven different 
institutional kitchens, reckoning labor at thirty-five 
cents per hour, and the vegetables at current prices, 
the differences were as follows: 

Potatoes at $1.75 per hundred cost finished $2.72 
per hundred when the machine peeled, as compared 
to $3.09 when hand-peeled. The waste in peeling 
was 27.7 per cent by machine as compared to 24.2 
per cent by hand, but the labor in machine peeling 
was thirty-seven minutes per hundred pounds, as 
compared to one hundred two minutes for hand. peel- 
ing. Comparable results were obtained with carrots 
and turnips. 


In chopping cabbage or celery, or in dicing celery 
the labor cost was approximately one-half as much 
by machine as by hand, but the finished products had 
a better appearance when prepared by hand. 

In shredding cabbage the hand method cost one- 
half as much as the machine method, and in shred- 
ding celery the cost was about equal whichever 
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method was used. But the product from machine 
was not as good in appearance as with hand shred- 
ding. 

Slicing was tested on carrots and cucumbers only. 
The machine product was more uniform and attrac- 
tive. The labor cost for carrots was about the same 
by either method, but in the case of cucumbers the 
cost by machine was only about two-thirds that of 
hand slicing. 

The cost of the machine and the amount of vege- 
table to be prepared will be the determining factors, 
but the above data will give a basis for estimating 


the probable savings. 
—_—_——. 


Question :, (1) Should the hospital allow x-ray 
films to be taken out of the hospital, even though 
the patient should request it? 

(2) Should the hospital send x-ray films to an 
out-of-town doctor when the patient has re- 
quested this to be done? B. W. M. 

Answer: No! The original x-ray film is an 
integral part of the hospital’s record, and as such 
should not be permitted to leave the file of the hos- 
pital. If the patient makes a written request, it is 
permissible to furnish him, or any one he may 
designate, with a print or a film copy, but the original 
must be retained. 

The legal status of this problem has recently been 
clarified for the first time by two Michigan decisions. 

Hurley Hospital sued a patient for collection of his 
bill, and he refused to pay until the x-ray film was 
delivered to him. Carried from Justice Court to 
Circuit Court, the case was decided in favor of the 
hospital, holding that the ownership of the film 
rested in the hospital. 

In McGarry vs. J. A. Mercier Co., (Mich.) 262 
N. W. 296, a similar case went to the Supreme 
Court, and a similar decision was made. 

Both decisions were based on the following 
opinions : 

Their retention by the physician (or hospital) 
constitutes an important part of his clinical rec- 
ord in the particular case, and in the aggregate 
roentgenograms may embody and preserve much 
of value to the physician’s experience. 

They are as much a part of the case record as 
any other case record made by the physician— 
microscopic slides, for instance. 

In the event of a malpractice suit the 
roentgenograms might be the unimpeachable evi- 
dence which would justify the physician’s treat- 
ment of the patient. 

The Supreme Court further quoted two decisions, 
holding that in the case of an ordinary photograph, 
in the absence of any agreement to the contrary, the 
negative belongs to the operating photographer even 
though his use thereof may be restricted. 












Floor Covering Material for Hospitals 


— A Symposium — 


Maintenance and Renovation of 
Original Floors 


M. Haskins Coleman, Jr. 
Superintendent, Johnston-Willis Hospital, 
Richmond, Virginia 


One of the ever present problems of hospital ad- 
ministrators is maintenance of floors, whether they 
have new buildings just completed, modern struc- 
tures of the past ten to twenty years, or old plants. 
For all but the first group there is the additional 
problem of renovating the original floors. 


The fortunate administrator of the just completed 
hospital must know the best way to maintain the 
many types of floors in use today. Wood floors are 
still in use, but in addition there is terrazzo, marble, 
including travertine and its imitator zenitherm, rub- 
ber, linoleum and cork, glazed and unglazed tile, 
mastic or asphalt tile and concrete. These surfaces 
vary from the hard to the resilient types. Except 
where heavy duty still demands the hard types, the 
tendency today is to the resilient floor coverings over 
a firm base such as is furnished by concrete which 
in addition has excellent fireproofing qualities. The 
proper selection of these varied surfaces requires 
some knowledge of their composition in order to 
prevent the placing of a surface easily destroyed by 
acids where acids are commonly employed, or one 
disintegrated by oil in a place where oils are in con- 
stant use; or a porous surface where stains are most 
apt to be spilled, or a light traffic surface where a 
heavy duty surface is necessary. The proper surface 
once in place must now be properly maintained. 
The manufacturer of the particular type is best quali- 
fied to advise the best maintenance medium. His 
continued success depends upon the wearability of 
his product. One may also secure authoritative in- 
formation from the United States Bureau of Stand- 
ards. The proper medium having been determined, 
it should be settled, in spite of sales talks to the 
contrary. 


Now the administrator who has buildings ten years 
old and older must be concerned with renovating, 
remodeling, and modernizing. Floors wear, de- 
teriorate, and, having had ill-advised maintenance 
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over a period of years, may even disintegrate. Ex- 
tensive renewal or replacement of floors usually 
necessitates the temporary abandonment of that space 
and is besides most costly. Today renovation may be 
undertaken with little disturbance to the routine and 
at very nominal cost. A wood floor, provided the 
sub-floor is in good condition, if on wood joists that 
are sound, may be made not only serviceable but 
attractive. By first removing any punky wood, and 
leveling with new boards, almost any type of the 
new resilient floor materials may be successfully 
superimposed. A worn, stained, unsightly, creaky 
wood floor may be first leveled and firmed down 
with cement coated nails, then made quiet and 
beautiful with linoleum, rubber, zenitherm, or mastic 
tile. The savings through cheaper maintenance of 
any of these surfaces will soon pay for the renovat- 
ing outlay. 


In the same way, concrete that is pitted, flaking 
and dusting, or terrazzo that is unsightly with cracks 
and stains, may, by first cleaning and roughening 
either by scarification or acid bath, be surfaced by 
the same resilient floor coverings that may be em- 
ployed over wood. 


For patching the worn wood floors no filler on the 
market today seems to offer a quick, inexpensive 
repair. Renewal of worn boards is not very costly 
and does successfully remove pitfalls of worn and 
unsightly spots. Terrazzo and concrete may be 
patched but effort and money will be wasted unless 
they are first deeply chiseled out, well roughened and 
properly damped before patching of either one is 
attempted. 


Another problem, certainly to us in Virginia, is 
termites. In whatever section the destruction of 
forests has forced them from their natural habitat, 
they give concern to all who have wood joists, studs, 
or framings near the ground. Unfortunately we are 
seldom aware of their presence until the wood is 
beyond repair. Fortunately we do know that the 
termite must keep contact with soil and moisture. 
The infected wood construction over unexcavated 
areas, or dark and seldom used utility tunnels, needs 
immediate and drastic treatment. The only per- 
manent riddance is to prevent direct contact, between 
soil and wood. This includes their passage tubes of 
mud from the ground up the walls to the wood con- 
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struction. The exposed soil under construction must 
be well and tightly concreted. If you are courageous 
you may then try wood joists and sills again, but it 
would no doubt be the better part of valor to sub- 
stitute bar-joists overlaid with concrete sub-floor or 
cinder-cement reinforced steel joists with cinder- 
cement slab sub-floor, whatever the finished floor 
material may be. 


In closing let me beg you not to be discouraged 
with what you have in the way of buildings. If you 
cannot expend tens and hundreds of thousands of 
dollars in new structures, just know that today is 
offered a fascinating variety of materials and meth- 
ods unknown even a decade ago, and one or more 
will be within the means of even that administrator 
whose purse can only spend hundreds or even tens 
of dollars. Try renovating your floors in step with 
the times and you will be fascinated with the efforts, 
gratified at the results, and amazed at its in- 
expenisiveness. 


rn 


Mastic Tile Flooring 


Lucius R. Wilson, M.D. 


Superintendent, John Sealy Hospital, 
Galveston, Texas 


In this discussion of mastic tile as a floor cover- 
ing we are considering only that material made of 
natural asphalt and other bitumens of high melting 
point, asbestos fiber and pure mineral pigments. 
The ingredients are combined by heat and pressure, 
calendered into a uniform thickness, and cut into tiles 
of many standard sizes. 


The primary requirements of good flooring are 
durability under specified conditions, cost of installa- 
tion, beauty, economy of maintenance, quietness, and 
resilience. Much can be said for mastic tile on each 
of these headings. 


When mastic tile is properly installed and main- 
tained its durability compares favorably with other 
resilient floorings. It will dent when heavy objects 
on small footings rest on it. To prevent this gliders 
should be attached to movable furniture and equip- 
ment and cups used under stationery objects. Dents 
can fairly well be ironed out of the tile after heating, 
but heating often injures the color. If the tile is not 
properly cemented to the sub floor, the corners of 
the tile will come loose and break off. This necessi- 
tates the replacement of the broken tile which can be 
done readily, provided the manufacturer has not dis- 
continued that particular color. Oils and greases 
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attack mastic tile, and care must be taken to avoid 
their use on this type of flooring. 


Very few flooring materials can offer an equal 
range of color and attractive designs, so from the 
beauty point of view mastic tile ranks high. It is 
manufactured not only in many plain colors of vari- 
ous shades but in many marbleized patterns. With 
this range of color and the design possibilities from 
numerous sizes of tile and easy cutting to special 
sizes, the combinations are nearly as numerous as in 
a deck of playing cards. 


Economy of maintenance is always to be carefully 
considered in selecting floor materials, and here 
again mastic tile ranks high. If extreme economy is 
required mastic tile can be cleaned with clear water. 
A more satisfactory way, though, of caring for the 
floor is to wax it periodically, dust it regularly, and 
occasionally mop with clear cold water. Care must 
be used in polishing not to produce too slippery a 
surface. Mastic tile resists staining and scarring to 
a very great extent. 


Mastice tile is considered one of the resilient floor 
coverings, and while not as soft as other materials it 
has some cushion effect which gladdens the feet and 
absorbs noise to a modest extent. This effect may 
be increased by installing on felt. Resilience is im- 
portant in hospitals where many employees spend 
hours each day on their feet, and where noise is an 
enemy against which continual war is waged. 


The installation cost of this floor is one of its great 
attractions. The cost varies with the colors and size 
of installation, thickness of tile, and design, but in 
no other serviceable floor can as satisfactory an 
installation be obtained for so small a financial out- 
lay. The installation can be made on a very wide 
variety of sub flooring, ranging from wood to con- 
crete. 


In summarizing the following points are in favor 
of this material : 


Low installation cost 
Low maintenance cost 
Attractive appearance 
Resilience 

Quietness 

Durability 

Ease of repairing 


The following points may be considered against 
this type of flooring: 


Fairly slippery, especially when waxed 
and polished 

Dents when not properly maintained 

Chips and breaks 

Destroyed by oils and grease 





Linoleum 


George U. Wood 
Superintendent, Peralta Hospital, Oakland, Calif. 


It is always interesting to inspect a new hospital 
in order to study the various combinations of ma- 
terials and equipment which have been installed. It 
is even more interesting, however, to visit a hospital 
after several years of use, where considerable knowl- 
edge as to the depreciation, maintenance costs, and 
general suitability of the materials used can be more 
efficiently determined. The problem of suitable 
flooring is one which we consider neglected to a con- 
siderable extent, for the simple reason that floorings 
are sometimes considered building materials, and on 
other occasions a part of the interior furnishings. 
In considering floors for general hospital use, we 
must keep in mind three points. First, the average 
hospital is divided into many sections for which 
flooring problems may be entirely different. Second, 
there are available various types of flooring best 
suited for these different areas, and care and con- 
sideration should be given to the qualifications of 
each type of floor for the particular area where it is 
to be used. Finally, after considering the basic re- 
quirements for each section of the hospital, different 
types of flooring should be compared for their quali- 
fications in relation to not only their original cost but 
what might be termed maintenance cost. Roughly, 
all flooring materials can be divided into four general 
classifications : 


Hard tile types—which includes marble, vitre- 
fied tile, glazed tile and various compositions 
of cement and magnesite tiles 


Monolithic type floors such as terrazzo and 
the various so-called “composition” floors 
which may be applied in mastic form and 
hardened or set, similar to cement or concrete 
floors, which can be included in the same 
classification 


Resilient type flooring, such as linoleum, rub- 
ber, cork composition or linoleum tile 


General types of flooring such as fabrics, in- 
cluding carpets and rugs, hardwood and soft 
wood floors 


Let us consider linoleum on these particular 
points : 


APPEARANCE: Linoleum of today, with its in- 
numerable colors, shadings and types of patterns, is 
recognized as one of the most decorative of flooring 


materials. Architects and decorators have accepted 
the use of linoleum because of the ease with which 
it enables them to fit the floor into any decorative 
ensemble which they desire to create. Fifteen to 
twenty various colors of plain linoleum, covering al- 
most the entire color range, are available. There 
are infinite varieties of Jaspe and all-over marble 
types, all of which come under the same general 
classification. These may be used alone or in com- 
bination, as in custom-floor work. In carrying out 
the modern trend of decoration, this range gives the 
decorator or builder a wider selection than is known 
in any other flooring material. In pattern goods, 


designs and colors to suit any taste, and to meet 


any architectural or decorative style, are available, 
from ultra-modern to extreme conservatism. 


DURABILITY: Properly laid and intelligently 
cared for, linoleum floors are entirely satisfactory 
from this standpoint. The best proof of this is that 
the American Telephone & Telegraph Company have 
standardized on linoleum floors for perhaps longer 
than any other business in the United States, and in- 
stances are on record of linoleum floors that have 
been in service in their public and general offices for 
thirty-five to forty years. Tests have been made on 
various occasions of the thickness of these linoleums 
after these many years of wear as compared with the 
finished gauge of the material when it came from the 
factory. In many instances floors which have been 
down from twenty to twenty-five years have varied 
as little as five thousandths of an inch less in thick- 
ness than when they originally were installed. Since 
most of the linoleum used by this concern is one- 
eighth inch or three-sixteenth inch gauge, respec- 
tively one hundred twenty-five thousandths of an 
inch and one hundred and eighty-five thousandths 
of an inch, the amount of wear after years of service, 
is almost unbelievable. The secret of satisfactory 
service or durability of linoleum is important and not 
as generally known as would be desirable. It de- 
pends entirely on the proper installation. Over wood 
sub-floors, linoleum must be cemented over a lining 
of especially manufactured felt (this is not abso- 
lutely necessary on concrete floors but does add to 
the durability). Perhaps we might say a second 
secret is the care of these floors by methods approved 
by the linoleum manufacturers and the avoidance of 
the use of strong alkaline and abrasive cleaning ma- 
terials. Complete information on the installation and 
maintenance of linoleum floors will be gladly fur- 
nished by the leading manufacturers on request. 


SANITATION: Because of its smooth, non- 
porous surface, freedom from cracks, and (if prop- 
erly laid) the almost total absence of joints, a 
linoleum floor is very sanitary. Certain properties 
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of the oxidized linseed oil used as the base for all 
linoleum have a germicidal value which adds to sani- 
tation. This may perhaps sound a bit far-fetched, 
but certain careful experiments to prove this point 
have been conducted in Germany, and we under- 
stand that details are available on application to 
linoleum manufacturers. Still another factor which 
makes linoleum a sanitary floor is the tremendous 
importance which has been made by manufacturers 
during the past few years toward sealing the surface 
of the material with improved finishes, eliminating 
almost entirely, providing the floors are properly 
maintained, the possibility of harboring dirt or 
germs. 


SOUND ABSORPTION: Linoleum coming un- 
der the classification of resilient floors, has long been 
looked upon as a quiet floor, comfortable underfoot, 
and non-slippery underfoot. Naturally these quali- 
ties are increased by the use of the special lining felt 
recommended by most manufacturers. The raw ma- 
terials from which linoleum is made—resilient cork 
and tough oxidized linseed oil, are retained in the 
manufactured product, and in the heavier gauges 
especially, linoleum is one of the quietest floors to be 
had. The term “resilient cork” means exactly that— 
take a common, ordinary bottle stopper, press it to 
half its original thickness, release the pressure and 
the cork immediately resumes its original shape— 
sufficient proof of the resiliency of this very unusual 
material, for which there is no substitute. 


MAINTENANCE: Studies of the cost of main- 
taining linoleum floors in comparison with other 
types of floors have been made at the instigation of 
an outstanding linoleum manufacturer by two differ- 
ent firms of investigating engineers, and a summary 
of these findings is available upon application to this 
manufacturer. These studies indicate that linoleum 
floors can be maintained by waxing more economi- 
cally than almost any other type of floor, even allow- 
ing only for the simple wet-mopping process by 
which many other types of floors are commonly 
maintained. Cleaning has also been made much 
easier by the adoption of the new finishes applied by 
the factory. 


REPLACEMENT: Linoleum floors can usually 
be laid or replaced in the average size ward or 
private room in a single working day and larger 
areas such as corridors in proportionate time. 
Usuaily it can be installed over old floors and so the 
use of linoleum forms an inexpensive way of re- 
newing old and badly worn floors. The replacement 
of portions of linoleum floors which have been dam- 
aged is not difficult. New blocks in straight line 
inlaid patterns can frequently be fitted in place in 
the floor by cutting along the lines of the design, and 
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this new portion of the pattern can be cemented in 
place so that a replacement is not perceptible in com- 
parison with the old floor. 


It would seem by taking the six points which we 
have named, and comparing other flooring materials 
with linoleum for those particular areas where it is 
suited, that none of these materials stand up under 
all six factors so well as does linoleum. To be ab- 
solutely fair, however, there is one very definite dis- 
advantage to a linoleum floor which, however, can be 
largely eliminated by proper precaution. Linoleum, 
being a resilient floor, is naturally, therefore, subject 
to indentation and furniture and heavy equipment of 
any kind must be properly protected at those points 
which contact the surface of the linoleum floor. 
Chair and table legs should be equipped with flat 
glides, and desk chairs provided with small glides 
which slide as easily on a linoleum floor as an ordi- 
nary caster. This applies particularly to heavy pieces 
of hospital equipment, sometimes found in ward 
rooms or private patients’ sections. The hardesf 
problem in the ordinary hospital, however, is to 
equip the beds to prevent indentation of the linoleum. 
For those rare instances where beds are more or less 
permanent, large flat glides may be employed. 
Where it is necessary to change the location of the 
bed frequently, certain types of hospital casters or 
rubber rollers must necessarily be used. Some of 
the leading manufacturers of hospital equipment 
have made exhaustive studies of this particular 
problem, and one or two of them offer certain types 
of wheels or large rubber covered casters with a 
wide bearing surface which do much to eliminate 
difficulty from this source. Careful attention to this 
point is most important for the simple reason that 
probably most of the linoleum floors replaced are 
replaced not because they have worn out but simply 
because they have been made unsightly by continued 
abuse through the failure to provide proper precau- 
tion on the furniture and equipment used. 


With any question like this, after all, as the old 
saying goes “the proof of the pudding is in the 
eating.” Investigation of leading hospitals through- 
out the country shows that linoleum flooring ma- 
terials are more widely used and approved for those 
areas where they are particularly suited than any 
other flooring material. The tremendous institutions 
in New York City, such as the American and Rocke- 
feller Health Centers, Henry Ford’s model hospital 
in Detroit, the numerous Shriner’s Hospitals for 
Crippled Children throughout the country, the tre- 
mendous state and private institutions in California, 
all recognize the value and outstanding merit of 
linoleum and linoleum type flooring materials. A 
frank recognition of both the advantages and the one 











major disadvantage of linoleum floors for hospital 
use should result in an ever increasing use by hos- 
pital authorities and superintendents of this out- 
standing flooring material. 





Rubber Flooring 


William H. Walsh, M.D. 
Hospital Consultant, Chicago 


In the selection of the material for hospital floor- 
ing it is imperative that the requisites of paramount 
importance in the particular area be carefully con- 
sidered. For example: there are areas in which 
ease of repair and maintenance are more important 
than appearance, others in which appearance, com- 
fort, and aesthetic values take precedence, and then 
there are areas subject to heavy duty, acid, and 
alkali exposure, etc., where sturdiness is of more 
importance than any other feature. 


Because of the apparent low maintenance cost 
there has always been a tendency in the hospital field 
to favor the hard type of flooring, and, indeed, these 
materials remain the best choice in many places. But 
hard floors are noisy in spite of acoustical treatment 
and so the tendency is growing to utilize resilient ma- 
terial wherever conditions will permit, especially in 
the areas occupied by patients. Thus, it is apparent 
that in a ratio of evaluation, one type of material 
which would have a high rating for one area might 
be given a relatively low rating for another area. 
For example: rubber tile would have a high rating 
for use in a hospital lobby, but a very low rating if 
considered for kitchen use. It is desirable to keep 
this fact in mind when discussing the relative values 
of different flooring materials, since it often happens 
that a particular material may be unjustly condemned 
for failure in service when the fault rested in the 
unwise selection of the wrong material for a given 
area. 


Amongst the resilient materials of proved worth 
rubber stands high on the list and, when of good 
quality, adequate thickness, properly laid in appro- 
priate areas, there is no other material more satis- 
factory. 


Some years ago in a study! of the relative values 
of flooring materials for hospital use rubber received 
the highest recommendation amongst resilient ma- 
terials for many areas but, since that date, improve- 
ments in the manufacture of other materials would 
probably not warrant the preference then shown for 
rubber. 





1Report of the Committee on Floors, American Hospital 
Association, 1922. 

“Condition of Floors After Continued Service, Carl H. 
Geister, American Hospital Association, 1925. 
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A study of the “Condition of Floors After ‘Cor 
tinued Service’? was conducted by the Mellon * 
stitute in 1925 and presented to the American 

pital Association convention at Louisville, 1 

tucky. This report classified the chief resilient floor 
materials according to their resistance to rotting, 
checking, hardening, fading, staining, softening, and 
other deterioration evidence. The results indicate: 
the superiority of rubber over linoleum and cork in 
the tests for abrasion, absorption, resistance to chem- 
icals, and indentation. The rating was lower for 
rubber than for linoleum and cork on resistance to 
staining and ease of stain removal, but it was equal 
to the other two in the degree of heat affecting it. 


From the foregoing it will be clear that rubber 
possesses many desirable qualities to commend it in 
hospital use, and to those already mentioned may be 
added the lower cost of maintenance as compared to 
either linoleum or cork. On the other hand, the use 
of the best grades of rubber flooring has been re- 
stricted by the fact that it has been considerably more 
expensive than other materials possessing many of 
its virtues. 


In my own practice I favor rubber tile flooring in 
those areas where the maximum degree of silence 
is essential, where beauty of color and design are 
desirable, and for those locations most open to the 
visitor. When laid over wood sub-floors there should 
be provided a layer of good quality, heavy building 
felt, or its equivalent in saturated asphalt without 
cement, the seams to butt—not lap. Over this should 
be laid strong cotton muslin, stretched tightly over 
the felt and tacked down to the wood subfloor. The 
tacks used should be felt headed with burred shanks 
placed about three inches apart and staggered. A 
suitable heavy weight duck of approved quality may 
be used in lieu of the felt and cotton. When laid on 
cement floors all dampness should be removed and 
the floor tested for moisture by the use of calcium 
chloride. The cement used for laying rubber tile 
should conform to the standards specified by the 
rubber flooring manufacturers. After being ce- 
mented the flooring should be rolled with a roller of 
proper weight to insure the elimination of air bub- 
bles and to provide a true and level finish. After 
rolling and before the cement has hardened the sur- 
plus should be wiped up with a cloth moistened with 
alcohol. 


The after care of rubber flooring is vitally impor- 
tant. The most practical treatment consists in occa- 
sional mopping with clear, cold water with about 
three ounces of ordinary household ammonia per 
gallon. This must be wiped clear with fresh water 
and the floor then dried. Oils, detergents or other 
cleaning compounds should be avoided. 
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7... ACCOUNTS are one of the 
great problems of hospital administration. In an 
effort to partially solve this problem, the Ohio Hos- 
pital Association made a careful survey of losses 
through inability to collect certain accounts arising 
from care rendered persons injured as a result of 
motor vehicle accidents. This study showed from 
$340,000.00 to $350,000.00 was annually lost to the 
hospitals of the State of Ohio from this source in 
1931, 1932, and 1933—practically fifty per cent of 
the cost arising from this type of hospitalization. 





As a result of this study, the Ohio Hospital Asso- 
ciation prepared and in 1933 presented to the General 
Assembly a Bill to provide for reimbursement to 
hospitals on account of the expense and care of 
indigent persons injured as a result of motor vehicle 
accidents. 


That the need for such reimbursement was recog- 
nized was shown by the fact that the Bill prepared 
by the Ohio Hospital Association was passed with 
little or no amendment. Since this legislation was of 
an entirely new type, and because he was hopeful 
that the general national financial situation would be 
of a comparatively short duration, Governor White 
stipulated that the measure be of a temporary nature. 
This Act became effective October 9, 1933, and was 
to be in force until March 1, 1935. 


The passage of this Act was due to a great extent 
to the untiring efforts of Guy Clark, Arden Hard- 
grove, and Byron Stewart who comprised the Legis- 
lative Committee of the Ohio Hospital Associa- 
tion. Since the passage of this Act, the members 
of this Committee both collectively and individually 
have cooperated with the State in an endeavor to 
amicably work out the various problems which have 
arisen in the administration of this law. 


The benefits of this law were appreciated by the 
hospitals and, again due particularly to the efforts of 
this same legislative committee, a new Bill with a 
few minor amendments was presented to the legisla- 
ture in 1935. Since the original bill expired as of 
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March 1, 1935, it was necessary that the proposed 
Bill become effective before that date. 


Governor Martin L. Davey rendered invaluable 
assistance to the hospitals by making every effort to 
see that this revised Bill was acted upon by the 
legislature before its adjournment. This Bill known 
as House Bill No. 175 was passed as an emergency 
measure very shortly before consideration of new 
bills was terminated by the legislature. 


Governor Davey, on February 27, 1935, signed 
this Bill, making the Motor Vehicle Hospitalization 
Law a permanent measure. The law became effec- 
tive as of midnight of that date. 


Those of you who were familiar with the great 
number of bills and other legislative matters which 
required the Governor’s attention at that time will 
remember that this particular bill was given prior 
consideration by the Governor so that its provisions 
might continue without lapse of time. The prompt 
attention given this Bill obviated many legal ques- 
tions, and undoubtedly gave the hospitals opportunity 
to collect at least certain portions of accounts which 
would have been jeopardized had a lapse occurred 
between the effective date of the new Bill and the 
expiration date of the old Bill. 


Since the effective date of the original Bill, 
October 9, 1933, and up to and including September 
26, 1936, 5,950 claims have been filed with the 
Bureau of Motor Vehicles. The Bureau has in- 
vestigated approximately 5,800 of these claims, and 
272 of them are now in process of disposition by the 
Bureau or require further investigation or legal ad- 
vice before disposition can be made. A brief sum- 
mary of 5,522 claims of which disposition has been 
made by the Bureau shows: , 


Number 
Claims (88.3%) paid or approved in amount 


Of GEIB a nic Kas bho s chap eakanes 4,784 
Claims. (4.2%) rejected... ccevedescasdes 229 
Claims (2.19%): cancélied.<... ic vic cccinses 119 


Claim (5.4%) disposition temporarily with- 
held pending receipt of further informa- 
tion from hospitals regarding results of 
further collections efforts, etc.......... 300 
















The average amount of paid or approved claims 
during 1934 was $82.00, in 1935, $103.00, and to 
date in 1936, $126.00. 


It is interesting to know that of these paid claims, 
payments in the amount of $4,900 have been made in 
behalf of the patient to the hospital and in turn 
have been returned to the State. 


The administration of this Hospitalization Act is 
vested in the Registrar of the Bureau of Motor 
Vehicles, which is a Division of the State Depart- 
ment of Highways. As Registrar, I am in a position 
to know the types of cases for which reimbursement 
is made. I am certain that the funds available for 
this purpose are a good investment. They enable 
the hospitals to continue the humanitarian work of 
mending broken bones and mangled bodies of human 
beings regardless of time and expense. Injured chil- 
dren are cared for and wherever humanly possible 





are restored to society to grow into useful woman- 
hood and manhood. Adults are enabled to return 
to their homes and families to carry on their work, 
care for their families, and be self-sustaining. Each 
patient so rehabilitated makes a worthy and useful 
citizen instead of a charge to the Federal, State, or 
local government. Certainly such a service cannot 
be determined in value of dollars and cents. 










In the administration of any law providing for dis- 
bursement of public funds, certain legal require- 
ments must be met to safeguard such funds. The 
superintendents and other officials of the hospitals of 
the state have been very considerate and I wish to 
publicly express my appreciation of their cooperation 
with this Bureau. I believe I can truthfully say 
that a mutual understanding of our problems exists 
between these hospital officials and our Bureau. 
This understanding has made the administration of 
this law a pleasure. 



















Appeal for Community Support of 
Voluntary or Philanthropic Hospitals 


A OF THE United States and Canada 
were appealed to in a statement signed by more than 
250 leading men and women of the two nations, to 
support the voluntary or philanthropic hospitals in 
their own communities. The pronouncements were 
made public in New York by Dr. C. W. Munger, 
president of the American Hospital Association, in 
connection with the ninetieth anniversary of surgery 
made painless through the use of anesthetics. 


The statement to residents of the United States 
follows: 


“We call upon the people of America to give heed 
to the importance of maintaining the voluntary or 
philanthropic hospitals in their own communities. 
October 16 marks the ninetieth anniversary of the 
first public demonstration of surgery made painless 
through the use of anesthetics—an American con- 
tribution to science in a voluntary hospital. 


“This anniversary is a symbol of the scientific 


progress made with the cooperation of voluntary 
hospitals. There is good reason to hope that similar 
progress can be made in the future provided adequate 
support is forthcoming. Because our national in- 
come is rising now and the trend is away from load- 
ing extra responsibilities on the Government, it is 









timely that we recognize the voluntary hospital’s 
indispensable service to mankind and insure its per- 
petuation according to the American method of vol- 
untary contributions. 


“The hospitals are essential non-profit health 
agencies, directly or indirectly affecting the health 
and happiness of the whole community. They stand 
constantly prepared to serve all who may need them 
in time of accident or illness. 


“The contribution of the hospitals to the improve- 
ment of America’s health is not to be measured 
merely in terms of humane care of the sick, but in 
lives saved, in pain eased, in doctors, nurses and 
other professional workers trained, in charitable 
ministration to the sick, in scientifically aiding the 
advancement of medicine through provision of work- 
shops for the medical profession, in the prevention 
and the conquest of disease, and in the stimulation 
of governmental institutions to higher levels. 


“Thanks to individual enterprise, America’s hos- 
pital facilities are unsurpassed in any nation. 


“We believe it absolutely essential that Americans 
realize that adequate support for their community 
hospitals is not a question of helping someone else, 
but is vital self-protection.” 
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Oxygen 


HOWARD T. KARSNER, M.D. 


Professor of Pathology, Director of the Institute of Pathology, Western Reserve University 
and University Hospitals, Cleveland, Ohio 


% SEEMS probable that in the early history 
of the earth, oxygen did not exist as a free gas. 
Thus, the first manifestation of life upon this planet 
were of forms that existed without access to free 
oxygen. We know that as the earliest plants died 
they were converted into carbon, which furnishes us 
with our coal supply. It is probable that as this car- 
bonization took place oxygen became liberated into 
the atmosphere. Subsequently living forms were de- 
veloped which required oxygen for their activity. 
Perhaps in the simpler forms oxygen served as a 
scavenger to burn up waste rather than as a source of 
energy. As evolution progressed, forms of life were 
developed which required oxygen for the production 
of energy. This naturally leads to some speculation 
about forms of life which may exist upon other 
planets. The mere fact that oxygen is not observed 
in the atmosphere of other members of the solar 
system is not a final and conclusive proof that some 
form of life may not exist there. 


Oxygen as a Part of Our Environment 


Oxygen forms a part of our environment and has 
a bearing on what has been described as the “fitness 
of environment.” This fitness appears to vary for 
different types of living beings. Thus, we know 
that there are bacteria and even a few multicellular 
forms of life which live without oxygen and even 
thrive best without oxygen. Furthermore, various 
forms of bacteria require different concentrations of 
oxygen in the atmosphere for their best growth. 
Some are better without any oxygen at all; others 
do best at an oxygen concentration like that of the 
atmosphere ; still others do best at some point of 
oxygen concentration between none at all and the 
usual twenty-one per cent. Among the multicellular 
forms are certain intestinal worms. Some of these 
do best without oxygen, as is true of some which 
exist in the human intestine. Human intestinal con- 
tent has no free oxygen and yet these worms devel- 
op excellently. The absence of oxygen in the in- 
testine is not true of all mammals. 


The Higher Forms of Life Are Dependent 
Upon Oxygen 


It is perfectly evident that the higher forms of 
life are dependent upon oxygen to provide energy 
but even in these higher forms there are certain cells 
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which can produce energy from the breaking down 
of sugar rather than the consumption of oxygen. 
This is true of cells of embryonal type and also cells 
that take part in the make-up of many of the forms 
of malignant tumor. 


As far as the highest forms of life, including 
man, are concerned, it must be recognized that there 
is a possibility of the atmosphere containing too 
little oxygen and containing too much oxygen. This 
means that the twenty-one per cent oxygen found 
in sea-level atmosphere is the most suitable for our 
use. Nevertheless minor variations may occur with- 
out serious effects following. Although consider- 
able elevations above sea-level with some reduction 
in oxygen content are compatible with normal life, 
nevertheless there are extremes which require physi- 
ological adjustment on the part of man. 


High ascents in balloons and airplanes expose 
pilots to reduced oxygen concentration in the at- 
mosphere. To be sure, in these days, oxygen tanks 
provide an adequate oxygen supply. There are, 
however, people who reside in high mountainous 
areas who cannot use oxygen tanks and must be- 
come adjusted as well as possible to the reduction 
of oxygen content in this rarefied air. The scientific 
studies that have been made upon people who have 
ascended high mountains, upon people who have 
been residents for considerable periods of time in 
those high altitudes, and upon those who have gone 
up in balloons and airplanes, have furnished much 
valuable information concerning the effects of re- 
duction of oxygen supply. Naturally those who go 
up in airplanes and balloons are subjected to this 
change more rapidly than those who climb moun- 
tains. Those who are residents in mountainous 
areas are subjected to the condition for a long period 
of time. 


There are various other ways by which the body 
is subjected to reduced amounts of oxygen. For 
example, in anemia, the concentration of hemoglobin 
in the blood may be so reduced that it cannot take 
out of the inspired air enough oxygen to satisfy 
the body requirements. There are certain diseases 
in which proper transfer of oxygen from the blood 
to the body tissues cannot take place. Thus the 
important factors involved are reduction of oxygen 
in the atmosphere, diseased conditions of the blood 
so that a sufficient amount of oxygen cannot be 
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absorbed, and other diseases which prevent adequate 
transfer of oxygen from the blood to the tissues. 


Experiments in Oxygen Reduction 


The effects on mountainéers and airplane pilots 
can be duplicated by placing men and animals in 
experimental chambers in which the oxygen is arti- 
ficially reduced in amount. Observations of this 
sort show that the effects observed at high altitudes 
are due to oxygen reduction rather than to reduced 
barometric pressure. 


When the reduction of oxygen is brought about 
suddenly, the symptoms and signs are somewhat 
similar to those observed in drunkenness. Pro- 
longed exposure to reduced oxygen concentration 
leads to symptoms and signs like those of fatigue. 
For example, the aviator reports that when he gets 
up to a considerable elevation, 15,000 feet or more, 
at first he feels strong and well, soon he suffers with 
breathlessness, his muscles become weak and he may 
then get a headache. Continuing in this atmos- 
phere or going higher, so that the reduction of oxy- 
gen is greater, he loses his memory, his judgment 
becomes disturbed, his sight and hearing are dulled 
and ultimately if he continues he becomes uncon- 
scious. When a man ascends a mountain the mani- 
festations are less severe and come on somewhat 
more slowly. Essentially, however, the manifesta- 
tions are very much the same, namely, first a feel- 
ing of well-being, then sensitiveness to cold, then 
lightheadedness and lassitude creep over him more 
and more. He may become nauseated and vomit, 
particularly if he undertakes any exercise at high 
altitudes. Ultimately he may experience complete 
prostration. It may be that the reason aviators do 
not develop nausea is because the personnel selected 
for that occupation is one not at all susceptible to 
the various things that may induce nausea. This 
is not necessarily true of those who become moun- 
tain climbers. 


The effects of this reduction of oxygen, then, 
depend upon the abruptness with which the indi- 
vidual is exposed and the extent of reduction. Fur- 
thermore, there is the physical condition of the 
individual, perhaps also constitutional and inborn 
factors, to be considered. Thus, we know of people 
who cannot ascend a mountain of only moderate 
height, such as 7,000 or 8,000 feet, without discom- 
fort, while others can go to greater height without 
feeling anything in the way of severe effects. Even 
the same individual may react differently at different 
times. 


There are various bodily mechanisms which come 
into effect when the body is exposed to low oxygen 
concentration. The rate of breathing is increased 


and the breathing is often of increased depth. At 
any rate, ventilation in the lungs is definitely aug- 
mented so that in a given period of time the lungs 
contain an amount of oxygen similar to that which 
would be provided by normal respiration of normal 
air. I do not wish to convey the impression that 
this is a purposive action on the part of the body. 
It is simply a response to the stimulus of reduced 
oxygen concentration. The heart rate is increased 
and the volume of blood circulating through the 
body is increased. This makes available to the 
tissues greater quantities of oxygen than would be 
true if normal rates of circulation were to continue. 
There is a change in the acidity of the blood, so 
that the transfer of oxygen from the blood to the 
tissues takes places more readily. If a sufficient 
amount of time elapse, the actual amount of hemo- 
globin in the blood may be increased and, of course, 
the more hemoglobin in the blood, the greater the 
amount of oxygen that can be taken up from the 
lungs to become available to the tissues. 


Whereas residence at moderate elevations shows 
no noteworthy effects, living and working in high 
altitudes such as those of the Andes lead to changes 
in bodily structure which are presumably due to 
the reduced oxygen content of the atmosphere. 
Thus, among workmen in areas of this sort, the 
characteristic picture of a man with a barrel chest, 
a man whose breathing is permanently more rapid, a 
man whose heart is definitely enlarged, a man whose 
blood shows a considerable increase in the number 
of red corpuscles. These changes are those to be 
expected as the result of prolonged stimulus of the 
same type which produces the mianifestations of 
acute deficiency observed in mountain climbers and 
aviators. 


It will be seen then that decreases in the amount 
of oxygen in the atmosphere are observed under 
natural conditions in high altitudes and under arti- 
ficial conditions in chambers where the amount of 
oxygen is reduced. As has been said before, these 
changes are due wholly to reduction in the amount 
of oxygen. They do not depend upon the fact that 
at high altitudes barometric pressure is reduced. 


Increases of Oxygen 


In contrast to these decreases, increases of oxygen 
of any significant degree are not likely to be observed 
under natural conditions. It might be thought that 
a man going into a mine would be subjected to in- 
creases in oxygen concentration. That is probably 
true, but the depth of a mine below the surface is 
not to be compared with the elevation of a moun- 
tain above the surface. Thus the change in the 
mines apparently has no significant effect. Increases 
in the amount of oxygen are largely, if not entirely, 
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the result of artificial condiitons. When barometric 
pressure is increased, the concentration of oxygen 
to which the individual is exposed is also increased. 
This occurs particularly among the workers in 
caissons. Their exposure to the increased oxygen 
concentration is for so short a period of time that 
no effects from this change are observed. Caisson 
disease, or “the bends,” is due to sudden release 
from the high barometric pressure, not to the in- 
creased oxygen content of the atmosphere. 


The high oxygen concentrations that are of es- 
pecial interest to medical groups are those which 
occur in oxygen tents, oxygen chambers, and in 
the course of anesthesia. There are physiological 
responses and there may be pathological effects. 
Physiologically there may be slowing of the pulse, 
decreased rate and depth of respiration, and con- 
striction of the blood vessels of the lungs. There 
is, however, no increase in the amount of oxygen 
in the blood, because it naturally is saturated at 
normal oxygen concentrations. 


Effect of Exposure to High Concentrations 
of Oxygen 


The pathological effects have been studied in ex- 
perimental animals. The discoverer of oxygen, 
Lavoisier, recognized that oxygen can be irritant. 
It is of extraordinary interest that oxygen, essen- 
tial to all the higher living forms, may operate, 
when present in high concentrates, like a poison- 
ous gas. Some years ago, at the request of and 
‘ with the aid of Dr. Francis G. Benedict of the 
Carnegie Nutrition Laboratory, I had the privi- 
lege of studying the effects upon rabbits of ex- 
posure to high concentrations of oxygen in the 
atmosphere at normal barometric pressure. Other 
investigators had reported the occurrence of pneu- 
monia when animals were exposed to high oxygen 
concentrations, but many such studies were made 
with increased barometric pressure. I was privi- 
leged to give an exact description of the pneumonia 
and to show that it is a fibrinous bronchopneu- 
monia. Bacterological examination of the lungs 
demonstrated that the number of bacteria in the 
pneumonic lung was small, and indeed smaller than 
was usually the case with normal lungs. Thus 
it was established that the pneumonia was not due 
to bacteria but caused by the irritant quality of 
the oxygen. It was found that in the rabbit an 
exposure to concentrations in the neighborhood 
of eighty to ninety per cent oxygen or higher would 
lead to the production of a pneumonia in from 24 
to 48 hours. It was definitely shown that as the 
result of exposure to less than eighty per cent of 
oxygen during a similar period, pneumonia did not 
develop. 
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Effect of Prolonged Exposure to Lower 
Concentrations 


The question then arose as to what may be 
expected from prolonged exposure to lower con- 
centrations. It was found that animals exposed 
to concentrations of about sixty per cent over the 
course of 11 days did not develop pneumonia. The 
same was true of exposure to concentrations of 
seventy-five per cent. Thus it would appear that 
eighty per cent or thereabouts is the critical point 
below which pneumonia does not develop even as 
the result of prolonged exposure, and above which 
pneumonia develops from a short exposure of from 
24 to 48 hours. While it is true that in the ani- 
mals exposed to lower concentrations over pro- 
longed periods there was some hyperemia of the 
lungs, this gives no assurance whatever that had 
this exposure been prolonged, any pneumonia would 
have developed. Undoubtedly such a pneumonia 
has secondary effects upon other organs. Thus 
the action of the heart is embarrassed and deteriora- 
tive changes may occur in liver, kidney and other 
organs. 


Observations 


The question naturally arises as to whether or 
not these observations may be applied.to man. I 
do not happen to know of any circumstances under 
which a man would be exposed to atmospheres 
containing eighty per cent or more of oxygen dur- 
ing the course of 24 hours or more. It is reason- 


able, however, to assume that long exposure last- _ 


ing over several hours in concentration less than 
eighty per cent would have no serious deleterious 
effects. It would seem wise, in the therapeutic 
use of oxygen, to keep the concentration of the gas 
well below the critical eighty per cent. Full 
therapeutic effects can be produced at much lower 
concentrations. It seems unlikely that any path- 
ological effects upon the lungs could be produced 
by oxygen in anesthesia, for even though the con- 
centration may be high, it is not operative over 
any prolonged period. 

It has been shown recently that prolonged ex- 
posure to high oxygen concentration together with 
high barometric pressure produced permanent 
changes in the small arteries of the lungs. This 
requires confirmation. Furthermore, it must be 
determined whether or not this effect is due wholly 
to the oxygen concentration, to the increased 
barometric pressure, or to both factors. 

This brief review will serve to show that the mat- 
ter has been extensively studied and that a volume of 
informative material has been discovered. Investiga- 
tions continue in this field and undoubtedly will yield 
valuable results in the future. 
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Meeting the Standards of Good 
Nursing Care 


The Hospital with a Small School and Large Graduate Statt 


H. L. ROCKWOOD, M.D. 
Medical Director, Mt. Sinai Hospital, Cleveland 


Z.. SUBJECT OF STANDARDS in the many 
details of hospital operation and administration con- 
stantly engages our attention. It is doubtful if all 
the topics suggested as concerning standards really 
belong in this category. 


When nurses’ hours and compensation are being 
discussed perhaps it would be better to erect these 
schedules as codes rather than standards. I make 
this distinction because I prefer to restrict the defini- 
tion of standards to matters which are of universal 
professional application as, for example, the mini- 
mum standards set up by the American College of 
Surgeons or by the American Hospital Association. 


Various codes are necessarily applied to hospitals 
as regards working hours assigned to nurses and 
compensation of nurses because of the varying types 
of hospitals, their location, size, and whether or not 
the education of nurses is a part of the nursing ac- 
tivity. Nevertheless, when the length of the work- 
ing day is considered we have a subject which none 
of these factors need affect, and which can be dis- 
cussed in its general application. 


The Eight-Hour Nursing Day 


The American Hospital Association, through the 
Division of Nursing of its Council, is already on 
record in suggesting as a reasonable working sched- 
ule an eight-hour day for six days each week, or a 
forty-eight hour week. Exception is made concern- 
ing those whose duties carry executive responsibility. 
With this exception emphasized the eight-hour day 
and forty-eight hour week is considered a reasonable 
working schedule applied to all other workers on 
the nursing service, including special duty nurses. 


And why not? For the preservation of morale 
and of health, time off is an exceedingly important 
necessity. This edict dates back to the time of Moses. 
Not only that, for anyone who toils will grant that 
periods of relaxation and rest not only keep up 
morale and preserve health but give a better per- 
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formance when at work. Of course the hospital day 
is one of twenty-four hours, not eight, and the hos- 
pital week has seven days, not six. In all our 
schedules shifts must be provided to cover three hun- 
dred sixty-five days per year and twenty-four hours 
per day. Sickness pays no respect to holidays, al- 
though patients sometimes postpone their needed 
hospitalization to observe the Fourth of July or 
Christmas. 


Minimum Hours and Wages 


Ohio has recently been adjusting to a code of 
minimum fair wages and hours applying to women 
and minors in certain branches of industry, such 
as food handling and laundry service. These codes 
do not make the adoption of an eight-hour day com- 
pulsory but if the schedule of hours is increased in 
excess of the minimum set up in the code, wages go 
up accordingly. This works, of course, to influence 
employers to keep the working hours down to those 
permitting the minimum wage, but while this is true 
there is no restraint, when the change is made, on 
requiring greater performance. Theoretically, at 
least, the waitress may be required to serve one or 
more tables than before her hours were reduced in 
accordance with the minimum code governing hours 
and wages. 


In the hospital field, certainly in hospitals operat- 
ing not for profit, the application of the eight-hour 
day for nurses should be approached without the 
need of compulsory legislation. Granting the reason- 
ableness of such a schedule the approach should 
largely be made on the bearing which the proposed 
schedule has on operating costs, and, always of para- 
mount importance, the bearing it may have on the 
welfare of patients. 


The number of needed bedside hours per indi- 
vidual patient must not be reduced by a change to 
a shortened schedule of working hours per nurse. 
It follows than when making such a change there 
must be an added number of personnel, or the num- 
ber of individual patients must be reduced. Here 
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comes up the question of assigning to lay workers 
duties ordinarily performed by nurses. It is cus- 
tomary when student nurses are available to employ 
their services in activities which the head nurse feels 
can be safely entrusted to their hands when graduate 
nursing service is limited or not available. 


Lay Workers and the Nursing Staff 


Lay workers are not ordinarly subject to as rigid 
employment requirements as are used in the registra- 
tion of students of nursing schools, but it is a matter 
of common observation that among lay workers are 
to be found many who, by reason of length of service 
and general qualifications, may be entrusted to do 
some of the activities usually performed by the nurs- 
ing staff when occasion may require. The hospital 
on a limited budget desiring to afford its nursing staff 
the eight-hour day and forty-eight hour week may 
be confronted with the question, for reasons which 
appear to be financial, of securing, at a lower wage 
than paid nurses, the service of more lay workers to 
perform duties which properly are to be considered 
as part of general nursing care but which may be 
safely entrusted to selected lay workers without 
hazard to the patient. 


Should such a policy be considered, and before a 
decision is made, one should carefully weigh the 
difference between prevailing schedules of compensa- 
tion paid graduate nurses and those paid lay workers 
such as maids and orderlies. Not only this, but the 
effect of such a policy should also be considered as 
applied to the nursing staff. There is a danger in 
permitting lay workers to assume, for economic or 
any other reasons, duties which may be properly 
performed by nurses in that when this custom once 
prevails the nursing staff begins to consider such 
duties outside their terms of employment. and not 
applying to the nursing profession. At no time 
should the nursing group come to feel that bathing 
of patients, serving of trays, or any other similar 
activity which I am told is some times assigned to lay 
workers, does not properly belong to their sphere 
of action when it concerns the patient’s immediate 
welfare. The nurse is a nurse, and the maid is a 
maid, but a patient in need must be given attention 
no matter what uniform is being worn. 


There is also some doubt about the financial saving 
in assigning some of these duties to lay workers. 
Under present conditions here the difference between 
a maid’s salary and the salary of a general duty 
graduate is largely one of maintenance only. 


However, in the reduction of working hours for 
nurses there exists at this time a difficulty due to the 
lowered number of nurses available as a result of 








a lowered number of graduates. The number of 
students in all accredited schools in January, 1935, 
was 67,533, whereas in 1932 when the nursing or- 
ganizations were grading schools for the second time, 
the number of students was 84,290. This difference 
in figures not only indicates a lessened number of 
students but a lessened number of available graduates 
coming into the nursing field. The end result is to 
decrease the ratio of nurses available for nursing 
service below the standard which has been named as 
desirable in the United States of one nurse for every 
four hundred fifty-five people. In certain states 
there has long been an oversupply of nurses. Ohio 
has shown one nurse for less than three hundred 
people. 


This ratio of nurses is above normal and is similar 
to that shown in twenty-three other states. The 
general adoption of the shortened working hours 
tends to aggravate any shortage which may exist, 
but in Ohio and twenty-three other states of the 
Union the effect obviously is less. There is plain 
indication for increasing enrollment in the nursing 
schools at this time although immediate relief from 
this source cannot be expected. It, therefore, seems 
desirable to develop the use of lay workers for as- 
sisting in some of the minor nursing activities, but 
only insofar as this can be done without danger of 
creating an entirely new psychology excluding these 
activities from the field of nursing. 


As a part of the changes brought on by the depres- 
sion the nurses’ salaries were materially reduced, and 
yet, without regard to the unemployment existing, 
the graduate nurses doing special duty in Cleveland 
voluntarily decreased their income of $7.00 for a 
twelve-hour working day to $5.00 for an eight hour 
working day when the change in schedule was made. 
This is a decrease of nearly thirty per cent in money 
and thirty-three and one-third per cent in the work- 
ing day. 


It is to be expected that the shortage of nurses 
will increase salaries and income, and presumably 
the trend upward will necessarily take into considera- 
tion any change in length of the working day. The 
medium salary paid institutional nurses in 1935 ap- 
proximated $60.00 per month with maintenance, as 
shown from data obtained by the National League of 
Nursing Education, in cooperation with the Ameri- 
can Hospital Association, from two hundred eighteen 
hospitals of all sizes located all over the country. 


Experience over a long period with the shorter 
day for general duty nurses with us has shown that 
about fifteen per cent of our per diem per capita 
cost is expended for all nursing care, with an average 
of between five and six nursing hours per twenty- 
four hour day for each patient. 












Sous SMITH came into the Richburg General 
Hospital complaining of pains in his stomach. He 
was placed without question in the medical ward. 
There he received every attention from attending 
physicians, from interns, nurses, dietitians, and 
other functionaries. He still had pains and there 
was some fever and leucocytosis. He was trans- 
ferred to the surgical ward where he received more 
attention. It turned out, however, that he had 
measles, so he was moved to the small isolation ward 
where again everything possible was done for his 
comfort. One day during convalescence he said the 
pain had come back into his stomach and that it was 
caused by two cats that had crawled inside him and 
that the intern looked to him like a son of Adolf 
Hitler. Of course, such opinions would never do 
and he was immediately sent to the County Asylum. 
There he recovered from his delirium and wondered 
if a general hospital is really general when it re- 
fuses to treat patients whose trouble lies above the 
eyebrows. 


Matters are not everywhere handled in this sum- 
mary and unsatisfactory fashion. I can instance a 
man who for seven weeks of delirium was treated in 
a very fine general hospital. No organic source was 
located and since the duration bade fair to be in- 
definite, the patient’s family were asked to arrange 
his removal to a mental hospital, which they did. 
We all know, however, that in a great many general 
hospitals it would be a stigma to admit that any 
patient is a mental problem. 


This thesis.is highly erroneous and the records 
of every psychiatric consultant on medical and surgi- 
cal services contain instance after instance of per- 
sons whose problems are as much mental as other- 
wise—and perhaps much more mental than other- 
wise. A few illustrations may be drawn from the 
published works of men well-known to me, who 
have had occasion to study patients in parts of the 
hospital other than psychiatric. 


Heldt has presented a case that was referred to 
him by a gynecologist; dysmenorrhea was accom- 
panied by distressing fears that even prevented her 
from traveling by railroad. She had accepted a 
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Psychiatric Service in the General Hospital 
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White Plains, N.Y. 





surgical operation rather than an invitation to visit 
in the West, principally because she feared tunnels 


and canyons. She was convinced that she was a 
homosexual, and because of an objectionable dream 
she had decided that she must be both male and 
female. Her condition yielded rather quickly to 
treatment. 


Henry speaks of two obvious cases of dementia 
praecox not recognized in a general hospital until 
after complications arose. One of them tore open 
a hysterectomy wound after it had healed perfectly; 
the other did not understand why her leg was stiff 
and swollen, so removed the cast and produced a bad 
alignment of a well-set fracture. He describes also 
a middle-aged woman whose diagnosis was gastric 
ulcer or carcinoma. She had flatulence, tarry stools, 
weakness, shortness of breath, headaches, pain in 
her epigastrium, loss of weight, increasing pallor. 
She took Epsom salts or castor oil daily. She had 
difficulties with her husband which did not appear in 
the surgical history. An operation was avoided. 


La Mar tells of a boy on a pediatric service who 
had disordered sleep, loss of weight and vomiting, 
so that he could not go to school. The etiology proved 
to center in the aggressions of a school bully. 


Raynor told the story of a man _ thoroughly 
drugged after an operation and wrongly believed 
to be alcoholic and senile. 


Gildea mentions patients who come in for re- 
peated operations to cure old unrelieved symptoms. 
He notes cases of pain, backache, chronic fatigue, 
relieved by instruction on sexual matters. 


Psychiatric Service in Europe 


According to Kolb of Erlangen the situation on 
the continent is no better than ours. Psychiatric 
service consists chiefly of unobserved isolation rooms 
distantly located for the exclusion of nocturnal dis- 
turbances, most unsuitably managed and even worse 
treated. Alter finds no psychiatric departments in 
German hospitals of less than 500 beds, two in hos- 
pitals having 500 to 1,000 beds, five in hospitals of 
more than 1,000 beds. This is a very small num- 
ber in a country where there are 3,081 general hos- 
pitals. There are two psychiatric services in 
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Denmark’s 200 hospitals, none in Belgium among 
374 general hospitals, six in Italy among 1,600 gen- 
eral hospitals. The story might be repeated for 
other lands. Alter says that the exclusion of psy- 
chiatry from the general hospital is due to the old 
belief that psychic disturbances are the work of 
the devil. 


In this desultory way we may sketch the negative 
side of the present situation, indicating that it is 
not satisfactory; that many patients do not get the 
attention that they ought to get in any thoroughly 
adequate medical institution. It is very question- 
able whether the public support gained by a smug 
statement that “no mental cases are accepted in this 
hospital” is not overbalanced by the loss of public 
support due to the incapacity of the hospital to give 
something better than profound sedation to emo- 
tional problems that have developed under our very 
roofs, or that were not weeded out among our appli- 
cants for admission. 


On the other or positive side, there are some very 
hopeful signs of the times. A considerable number 
of hospitals do furnish special care for these special 
problems. The list is constantly increasing. Thirty- 
eight are noted here, and I am sure that when we 
have time to obtain the latest information the list 
will be materialy longer. They are arranged by 
geographical section: 


Massachusetts General Hospital, Massachusetts 
Providence City Hospital, Rhode Island 
Hartford Hospital, Connecticut 

New Haven Hospital, Connecticut 

Bellevue Hospital, New York City 

New York Hospital, New York City 
Medical Center, New York City 

Kings County Hospital, Brooklyn 
Grasslands Hospital, Valhalla, N. Y. 
Rochester Municipal Hospital, New York 
Albany Hospital, Albany, N. Y. 

Buffalo City Hospital, New York 

Jersey City Hospital, New Jersey 

Newark City Hospital, New Jersey 
Philadelphia General Hospital, Pennsylvania 
St. Agnes’ Hospital, Pennsylvania 

St. Francis’ Hospital, Pittsburgh 

Johns Hopkins Hospital, Maryland 
Indianapolis City Hospital, Indiana 
Cincinnati General Hospital, Ohio 

Good Samaritan Hospital, Ohio 

Cleveland City Hospital, Ohio 

Henry Ford Hospital, Michigan 

Highland Park General Hospital, Michigan 
University of Michigan Hospital, Michigan 
Cook County Hospital, Illinois 

University of Minnesota Hospital, Minnesota 
University of Iowa Hospital, Iowa 
Christ’s Hospital, Kansas 

Lutheran Hospital, Nebraska 

St. Louis Hospital, Missouri 

Kansas City General Hospital, Missouri 








Letterman General Hospital, California 
Fresno County General Hospital, California 
Los Angeles County General Hospital, Cali- 
fornia 
John Sealey Hospital, Texas 
Gallinger Municipal Hospital, Washington, 
B.C. 
Walter Reed General Hospital, Washington, 
2 a oe 
Duke University Hospital, North Carolina 
There are also forty general hospitals maintained 
by the Veterans’ Administration, each including a 
psychiatric service. These are not the purely psy- 
chiatric hospitals of that service. 


Psychiatric Service in a General Hospital 
as a Continuing Policy 


This is a respectable showing. No-hospital that 
has given such service to its community seems con- 
tent to discontinue it. Some hospitals give partial 
service in psychiatry. One frankly allows four 
psychiatrists to care for mild psychoses with special 
nurses. A certain university hospital that has never 
considered a psychiatric service important enough to 
have definite wards assigned thereto, displays on 
the windows of the medical and surgical wards some 
neat and attractive grilles ornamenting and protect- 


_ ing the lower sash. It seems that these were in- 


stalled to prevent suicides; now suicide is obviously 
a mental problem. While the reasoning that brought 
about this type of protection for patients who are 
scattered through other services is somewhat in- 
direct and inadequate, still there is much gratification 
in the thought that mental patients, even though un- 
welcome, are cared for in all parts of that great 
hospital—even though the management would not 
admit that they carry mental patients. 


There are hundreds of hospitals in which psychia- 
tric service is not well organized; very sketchy, 
almost non-existent. We think this situation is not 
yet creditable to American medicine and should be 
much improved in the next ten years. We appeal 
to you gentlemen and ladies to remedy it. You will 
be quite in accord with the spirit of the times. In- 
terest in psychiatry is rising and has been rising 
these two decades. In thus giving relief to a class 
of sufferers too often neglected, you will extend 
the influence of your hospitals and broaden the base 
of your support. 


Our public sometimes make demands for service 
that we can hardly furnish, since it upsets our bud- 
gets and dislocates our organizations. Neverthe- 
less we strive to meet the health needs of the com- 
munity just as fast as we can. The need of the 
community for psychiatric service is enormous. We 
have gone some distance in convincing people that 
mental illness should be thought of in the same way 










as other illness. Naturally they come to our hos- 


pitals with their relatives who need psychiatric _ 


treatment. Even two days’ treatment of a mental 
case may save a family and indeed a neighborhood 
from a disruptive experience and may save the 
patient from the unpleasant experience of going to 
the lockup: The internist Huerter on the founding 
of a psychiatric department in his hospital wrote 
these words: “It rights a severe social wrong, for 
the acute mental illnesses have the same right to be 
treated in a hospital as have the medical, surgical, 
and dermatological illnesses.” 


Arrangement for Psychiatric Service 
in the General Hospital 


Not too much organization or equipment should 
be expected. The essentials are an interested physi- 
cian and a competent psychiatric nurse. Then there 
must be a few rooms with their own water section 
and so placed that there will not be traffic passing 
to disturb the patients. By all means provide, if 
you can, a tub for the prolonged bath. Some of your 
patients may whine or groan, so you should use sound 
proof material on the ceilings. Of course there are 
many more features of a first-class psychiatric serv- 
ice that can be added during the course of years, but 
some of the existing services have less than ten beds 
and are by no means elaborate. The model rural 
hospitals subvented by the Commonwealth Fund have 
merely two isolation rooms, available to any service. 


Make this section of your hospital so pleasing that 
the internist, ophthalmologist, and obstetrician will 
covet it. Such a service is of great advantage to the 
medical and nursing staff of any hospital. Physi- 
cians and surgeons desire frequent contact with 
psychiatric work and its illumination of the perplex- 
ing problems that come up in their own practice. 
Educational leaders in nursing are putting pressure 
on schools of nursing to provide psychiatric experi- 
ence as well as lectures. 

Again, let me emphasize the point that the issue is 
simple. Accommodations should not be too elaborate 
and the scope of the work is by no means so broad 
as to be oppressive. I quote from a letter about such 
a service in Cincinnati: “By having such a ward we 





are able to take care of the toxic patients, post- 
operative and traumatic patients without having to 
transfer them to other hospitals. In addition, we 
take a certain number of psychiatric patients for 
study until a definite diagnosis is made. * * * We do 
not make any attempt to have a custodial institu- 
tion, although there is no special time limit set as 
to the patients remaining in the hospital. The chief 
purpose of the ward is to serve a good medical and 
surgical survey of the psychiatric patients. * * * 
I would not consider this ward as a good place for 
custodial patients. However, it serves to take care 
of a patient in an emergency, also to have the patient 
under observation while a diagnosis is being made.” 


With this purpose we should all be in agreement. 
With the needs of our toxic patients and our un- 
diagnosed conditions we are in sympathy. It re- 
mains for us to find the means to meet these needs. 
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Coming Meetings 
Hospital Association of West Virginia, White Sul- 
phur Springs, November 6-7. 
New England Hospital Association, Boston, Mas- 
sachusetts, February 25-27, 1937. 
Hospital Association of Pennsylvania, Buck Hill 


Falls, June 2-4, 1937. 
Mid-West Hospital Association, Colorado Springs, 


Colorado, June 10-11, 1937. 
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Sick Room Equipment Can Be Rented 

Very often patients on leaving a hospital buy 
needed sick room equipment which will be used for 
a day, a week, or a month at the most, and then 
discarded. When practical this equipment could be 
sent to a hospital for loaning or renting purposes. 

Some hospitals have found it practical to have a 
renting department for such things as wheel chairs, 
bedside tables, crutches, etc. 
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How We Celebrate Hospital Day 


FLORENCE M. RICE 
The Memorial Hospital, Owosso, Michigan 


I HE MemortAL Hospitat, Owosso, Michi- 
gan, celebrated National Hospital Day for the first 
time in many years. 


Several weeks in advance editorials appropriate to 
the day appeared in the local newspapers. These 
were printed at intervals of a few days for the pur- 
pose of keeping the hospital in the public’s eye. 
These editorials received much favorable comment 
and were fine publicity. A‘trailer was shown in our 
local theatres for a week previous to May 12. Post- 
ers were put up at various sightly points throughout 
the city and distributed through the county. A 
couple of our local stores trimmed their windows in 
honor of the day. On every hand we received fine 
cooperation on the part of our towns-people. 


Finally the day arrived and with it throngs of 
visitors—many of whom had never been inside our 
doors before. Our women’s auxiliary of the Me- 
morial Hospital acted as hostess. The guests were 
then turned over to the members of the Board of 
Trustees, who conducted them through the building. 


The children’s department, with its walls gaily 








decorated with Mother Goose characters and rhymes, 
received much praise. 


Our new x-ray department was shown to the vis- 
itors for the first time. The technician, in order to 
demonstrate just how x-rays were taken, made pa- 
tients of a few of the visitors and rayed them. These 
were then developed and the films shown. Our 
x-ray department is one of the finest in the state. 


Our visitors were then taken to the fourth floor, 
where the operating rooms are located. The super- 
visor in charge of this department showed the vis- 
itors the different set-ups of the rooms for the vari- 
ous types of operations, the special lights, and the 
many things peculiar to this particular department. 
A roof garden adjoins this floor and from this the 
visitors had the opportunity of looking out over our 
entire 20 acres of grounds, garden, and orchards, a 
sight long remembered. 


On the third floor were seen private rooms fur- 
nished with the latest type of hospital furnishings— 
not the monotonous white of the old hospital day— 
but warm maple furniture and walls painted in 
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Baby Reunion 


lovely color tints, and rugs, hangings, and counter- 
pane in harmonizing tones. 


On this floor was shown the latest type fracture 
bed—also an exhibit of splints—in fact, our Chase 
Doll became a very willing patient with both femur 
and tibia in splints, and occupied the new fracture 
bed. Here was shown the oxygen machine in ac- 
tion and our new infants’ drinker and respirator. 
Also an exhibit of quintuplets—each babe identified 
with nursery name beads. This equipment was fully 
explained by the supervisor in this department. 


Our laundry was visited and our women guests 
were interested in the size of this department, and 
at the clock-like movements of every person in this 
department. 


The guests were shown through the kitchens and 
through the new vegetable cellars, which were built 
to house better than 6,000 quarts of fruit and vege- 
tables canned from our own gardens last year. Our 
cook, busily engaged in frying crullers, treated each 
visitor. 


In the dining room punch and wafers were served 
and our friends loitered to rest and listen to a tal- 
ented harpist, who graciously entertained during the 
afternoon. 





We had advertised that the first baby born on 
National Hospital Day would be known as our “Hos- 
pital Day Baby” and mother and baby would receive 
hospital service for nine days in one of our best 
private rooms free of charge. At 3:15 a. m. a nice 
baby boy arrived to claim the award. 


We had planned a Baby Reunion of 1935 babies 
on the lawn, but rain forced us to the recreation 
rooms of the nurses’ home. Here 125 babies were 
registered. A group picture was taken, a drawing 
held, and prizes awarded. Each child was given a 
box of toilet requisites and a balloon. 


It was the first time we have attempted anything 
of the kind, but we feel that we were more than re- 
paid for our efforts and that we have made this com- 
munity Hospital-Conscious. 
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New Nurses’ Home for St. Luke’s Hospital 


The cornerstone for the new $1,200,000 Eli White 
Memorial Nurses’ Home and School of St. Luke’s 
Hospital, New York City, was laid Monday, 
October 19, in the presence of a large group includ- 
ing Stephen Baker, president, and other officers of 
the hospital, the staff, and many other friends of St. 
Luke’s. 

Funds for the new building were provided by the 
will of Mary Ann Fitzgerald in memory of her 
father, Eli White. 


The building will have room for three hundred 


five nurses. It will be one of the largest residence 
buildings for nurses in New York. 


Every nurse will have a separate room and there 
will be excellent opportunities for exercise and 
recreation. 


St. Luke’s Training School has trained thousands 
of nurses since the school was organized in 1888. 
Although affiliated with the Protestant Episcopal 
Church, the hospital cares for patients regardless of 
race, creed, or color. 
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The Activities of the Joint Advisory 
Committee in 1936 


—A Report — 
ARDEN E. HARDGROVE 


Secretary of Committee 


L WAS THE OPINION of the Joint Committee 
of the American, Catholic, and Protestant Hospital 
Associations that the past year was not an opportune 
time for the Joint Committee to initiate new federal 
legislation for the benefit of hospitals. Hence, the 
- efforts of the Committee throughout the year have 
been confined to the protection of hospitals against 
inimical legislation, to the securing of interpretations 
and regulations favorable to hospitals, and to the 
dissemination of information regarding federal, 
state, and provincial legislation and regulations. 


Federal Aid 


With the withdrawal of the Federal Government 
about November, 1935, from direct relief, all efforts 
to secure federal aid for the hospitalization of in- 
digents necessarily ceased. In place thereof, all state 
associations and local hospital councils were urged 
to focus their attention to securing state and local 
tax funds to supplement the financing of service to 
indigents. It is encouraging to note in state legisla- 
tion passed this year a growing recognition of the 
obligation of the state to provide funds for this 
purpose. Legislation granting state aid in West Vir- 
ginia, Mississippi, and Louisiana, is particularly 
noteworthy. 


Efforts were continued throughout the year to 
secure from the Works Progress Administration the 
approval of projects involving the use of relief labor 
for the rehabilitation of voluntary hospitals. A test 
project was approved by the Project Control Divi- 
sion and submitted to the Comptroller General for 
his final approval on the expenditure of federal funds 
for this purpose. The Comptroller General, how- 
ever, disapproved the project and ruled that only 
institutions which are entirely supported from public 
funds and which are definitely public property are 
eligible to sponsor WPA projects. Efforts to secure 
from the Works Progress Administrator and other 
officials of the Administration an amendment to the 
Deficiency Appropriation Bill of 1936, which would 
make permissible such a diversion of the new funds 
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appropriated in this bill, was unavailing. Further 
effort will be made whenever a favorable opportunity 
is presented. 


Care of WPA Employees 


Several conferences were held with the United 
States Employees’ Compensation Commission re- 
garding regulations governing the care of employees 
injured on CWA and WPA projects. All hospitals 
were informed that CWA claims would still be 
recognized by the Commission, provided that there 
was a record of the injury on file in the CWA offices, 
and that the injury was the cause for the hospitaliza- 
tion covered in the claim. 


The increased rate per day, from $3.50 to $4.00, 
for the care of WPA patients, which was secured 
by the Joint Committee, has been maintained, with 
the exception of a few localities where, because of 
lower established hospital rates, the local WPA ad- 
ministrators refused to approve the rate of $4.00 
per day, but insisted upon being given the advantage 
of the lower local rates that were available to all 
others. With the exception of these localized varia- 
tions, the agreement effected between the Joint Com- 
mittee and the U. S. Employees’ Compensation Com- 
mission for the care of patients injured on WPA 
projects is operating quite smoothly. When the 
time arrives that hospitals universally establish rates, 
particularly for their wards, that are a true reflection 
of the cost of the service rendered rather than an 
arbitrary rate greatly below cost, national and state 
committees will be much more successful in their 
efforts to secure-adequate compensation for hospital 
services. An absurdly low rate established without 
regard to cost by a few hospitals, can adversely affect 
the securing of a fair uniform rate for a large group 
of hospitals. 


Processing Taxes 


Much effort has been devoted during the year to 
the matter of processing taxes. Following the deci- 
sion of the Supreme Court, declaring the Agricul- 
tural Adjustment Act unconstitutional, there arose 
two questions: first, the possibility of new processing 
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taxes, and second, the possibility of securing refunds 
of the taxes already paid. On March 3, 1936, the 
President requested of Congress that additional 
revenue be raised by processing taxes to be spread 
over a larger variety of products than before, but 
for correspondingly less amounts. The Joint Com- 
mittee added its protest to that of many others, and 
contributed its share to bringing to the attention of 
Congress the unpopularity of further processing 
taxes for the purposes of revenue. As a result of 
the combined protests, Congress disregarded the 
recommendation of the President and omitted proc- 
essing taxes on agricultural products from the 
Revenue Act of 1936. 


We were unsuccessful in stopping the placing of 
new processing taxes on additional oils and inediblé 
fats. These, however, were not for the purpose of 
revenue. A group representing the domestic oil and 
fat industry succeeded in convincing the Conference 
Committee of the two houses of Congress that a pro- 
tective tax was necessary for the benefit of their 
industry. Accordingly, a tax of three cents per 
pound on certain fish oils, tallow, inedible oils, fats, 
and greases, and their fatty acids, was included in 
the bill. A tax of three cents per pound on the 
first domestic processing of coconut, palm, and palm 
kernel oils was also imposed. These taxes were not 
incorporated in the Act until after all public hearings 
were closed and the Congressional Committee went 
into executive session, so that there was little oppor- 
tunity for a formal protest. Likewise, the Act was 
rushed through Congress just at the close with a 
very limited time allowed for debate. All members 
of the Conference Committee were covered by letter, 
and many in person, both by the Joint Committee 
and by the hospital associations of the respective 
states which they represented, calling to their atten- 
tion our objections to these taxes. However, the 
lobby requesting these taxes was too strong, and the 
taxes were included in the Act. 


Every effort was made to secure as liberal an 
allowance for refunds of processing taxes paid under 
the AAA as possible. The Revenue Act of 1936 
carried three provisions regarding refunds. First, 
permission was included for vendors other than 
processors, to secure for hospitals on the basis of the 
percentage of charity service performed, refunds of 
processing taxes paid under the AAA and not al- 
ready refunded, provided claim is filed before Jan- 
uary 1, 1937. Hospitals have been given full 
information regarding this provision. 


The Joint Committee also has followed through in 
regard to refunds to be secured from processors 
who after impounding their taxes through injunction, 
recovered them through the January thirteenth deci- 
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sion of the Supreme Court. Originally such refunds 
to vendors were to have been made before March 3, 
1936, in order to secure a credit against the tax on 
“unjust enrichment” included in the Act. A modifi- 
cation was obtained, whereby these refunds could be 
made thereafter if a written agreement had been 
entered into before March 3, 1936. The commit- 
ments made by certain surgical dressing manufac- 
turers came under this provision and they were sub- 
mitted by the Joint Committee to the Bureau of 
Internal Revenue, for ruling. These commitments 
have been ruled by the Bureau as written agree- 
ments, which now will enable these manufacturers 
to make refunds to the hospitals, and, as soon as a 
fair basis of refund has been agreed upon, payments 
will be made automatically by these companies. 


Regulations have not yet been issued by the Bureau 
of Internal Revenue covering refunds available un- 
der the third portion of the Revenue Act known as 
Title VII, from processors who paid their taxes. 
This covers refunds that can be secured from the 
government by the tax payer, on the basis that he has 
made to the consumer an unconditional payment of 
processing taxes paid to him. When the regulations 
are issued regarding this type of fund, a careful 
study will be made of them, to determine whether 
hospitals—as consumers—can further benefit under 
this provision. Much will depend upon the assur- 
ance that the regulations will give to the vendors, of 
receiving from the Government a corresponding 
refund of whatever repayment they make to the 
consumer. July 1, 1937, is the terminal date for 
refunds under this section of the Act. 


Tax-Free Alcohol for Clinics 


We were successful in securing an amendment to 
the Federal Liquor Enforcement Act, whereby hos- 
pitals or independent clinics, not operated for profit, 
may use tax-free alcohol in the preparation of 
medicinal preparations to be consumed by free clinic 
patients off the premises of the hospital or clinic, 
provided the preparations are not sold. Previously, 
the use of tax-free alcohol was confined to the 
premises of the permit holder. A complete copy of 
the regulations regarding this liberalization in favor 
of clinics was carried in the October issue of 
HOSPITALS. This extended use of tax-free alcohol 
will be of material benefit to hospitals operating 
large out-patient departments, which use alcohol in 
the preparation of medicines given clinic patients. 


Legislative Reports 


The Joint Committee has received complete reports 
of all legislation relating to hospitals that has been 
introduced in the Congress of the United States, the 
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Parliament of Canada, and the Legislatures of the 
various States and Provinces. Abstracts of the 
legislation: that is of interest to hospitals have been 
made, and a legislative bulletin sent to the presidents, 
the secretaries, and the chairmen of the legislative 
committees of all state, provincial, and regional hos- 
pital associations. In this way, all associations have 
been kept informed—not only of legislation in their 
own state or province, but throughout the United 
States and Canada. A report of the legislation affect- 
ing hospitals passed during the year is being made 
elsewhere by the Legislative Reference Committee of 
the Association. 


Federal Grants for Hospital Construction 


While there were a number of bills introduced 
in Congress for new veterans hospitals, these were 
initiated by the states and localities desiring them 
rather than by the Veterans Bureau. No additional 
construction of veterans hospitals for general medical 
and surgical care was authorized by Congress this 
past year. There were rather heavy appropriations 
to the Army and Navy Departments for hospital 
construction, but these were chiefly for replacing un- 
safe and obsolete hospital buildings; and new hos- 
pital projects by the Veterans Bureau were restricted 
to those for the care of neuro-psychiatric patients. 


The heaviest appropriations for construction of 
general hospitals have been through the Public Works 
Administration. By grants and loans this bureau 
has assisted cities, counties, and states to construct 
new hospitals and hospital additions, while loans 
only have been made to assist voluntary hospitals in 
completing their building enterprises. Up to April 
6, 1936, three hundred thirty-one hospital proj- 
ects were approved by the PWA for 32,178 beds. 
Loans totaled $29,176,940, and grants $39,048,801, 
toward a total construction cost of $114,013,809. 
This included infirmaries, asylums, sanitaria, dormi- 
tories, and service buildings, as well as hospitals for 
general care. 


The PWA, in addition (up to May 8, 1936), ap- 
proved federal hospital projects to the amount of 
$15,746,627. This largely covered hospitals for 
Indian reservations, a few marine hospitals, and con- 
siderable repairs and additions to service buildings of 
existing hospitals. A review of all projects indi- 
cates that they were judiciously placed where hos- 
pital facilities were needed ; and that there was prac- 
tically no needless duplication of existing hospital 
facilities. 


Social Security Legislation 


The administration of the Social Security Act has 
had the attention of the Joint Committee. We have 


been: verbally inférmed that any hospital that has 
established itself as tax-free under the income and 
capital stock tax provisions, is automatically exempt 
from the Social Security Act, unless its status has 
been changed. There are several local collectors of 
internal revenue who are now insisting that hospitals 
must make independent application for exemption 
under the new act. A written federal ruling is being 
sought, and should specific exemption under this act 
become necessary, all hospitals will be so notified. 


Up to August 1, under the provision in the act 
for the care of crippled children, which is the only 
section where hospitalization is included, thirty-seven 
states, Alaska, and the District of Columbia have 
prepared state plans and had them approved by the 
Federal Children’s Bureau, which administers this 
portion of the Act. As the state associations were 
previously advised, each association should make 
every effort to have a hospital representative ap- 
pointed on the State Advisory Committee for the 
Care of Crippled Children, to protect the interests 
of their hospitals. Some states have attempted to 
effect hospital contracts at low rates for this service 
on the basis that these rates were suggested by the 
Federal Bureau. The Children’s Bureau states that 
they have made no recommendation regarding the 
rates which the various states should pay to hos- 
pitals, but are interested in having hospitals paid a 
sufficient sum so that adequate care may be assured 
these children. The Bureau may, at a later date, 
make a study of this situation, and it has agreed to 
have a representative of the American Hospital 
Association on any such committee. 


The Joint Committee recommends that the state 
associations make an effort in all social security 
legislation, as is passed by the individual states, to 
have included therein provision for the hospital care 
of those entitled to state pensions. This can be done 
much better through local effort, than nationally, 
since each state controls its own funds and only 
receives federal aid from the Federal Government 
in support of plans appreved by the several bureaus 
administering the Act. The state associations, in 
those states that have not already passed acts cover- 
ing unemployment compensation, are again advised 
to see that their state acts covering unemployment 
compensation carry the federal exemption clause, in 
order that they may be exempt from the state act 
as they now are from the federal act. 


The Joint Committee desires to thank the hospitals 
that through individual contributions so liberally con- 
tributed to the financing of their activities during the 
past year. They would again call to the attention of 
the individual hospitals that more than financial sup- 
port is needed. Congressmen are influenced largely 
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by the demands of their constituents, and if the Joint 
Committee is to be successful in its national activi- 
ties, these men must be made acquainted with the 
needs of their local hospitals. We are approaching 
national and state elections, and every hospital should 
interest itself in bringing the needs of voluntary 









hospitals to the attention of those seeking election, 
and should determine which ones may be depended 
upon to give these needs their sympathetic considera- 
tion after election to office. The crystallization of 
sentiment among your representatives in favor of 
hospitals must be effected in your local communities. 








The hospitals of Allegheny County have organized 
the Hospital Council of Allegheny County and indi- 
cations are that the new organization will embrace 
in its membership the 25 voluntary hospitals and the 
four city and county institutions. 


Formation of the new Hospital Council is an- 
nounced by Abraham Oseroff, Director of the Mon- 
tefiore Hospital and Secretary of the Joint Commit- 
tee on Hospital Study. 


The founding of the Council is another step in the 
work begun last July when a meeting of hospital 
representatives was called to receive a final vote of 
a majority of hospitals of the county. 


The following have been elected members of the 
Executive Committee of the Hospital Council: 

Ralph W. Harbison, President of the Board, 
Presbyterian Hospital 

Francis A. Keating, First Vice-President, Chil- 
dren’s Hospital 

H. Lee Mason, Jr., Chairman, Executive Com- 
mittee, Allegheny General Hospital 

Dr. Frank R. Braden, of the Staff of the Val- 
ley Hospital 

Dr. J. P. Griffith, of the Staff of the Mercy 
Hospital 

Dr. C. Howard Marcy, Medical Director, Tu- 
berculosis League Hospital 

Mark H. Eichenlaub, Superintendent, West 
Penn Hospital 

Abraham Oseroff, Director, Montefiore Hospital 

Miss Jessie J. Turnbull, Superintendent, Magee 
Hospital. 


Members at large of the Council were elected as 
follows: 

Arthur E. Braun, Pittsburgh Banker 

George S. Davison, Coal Company Executive 

Leo G. Griffith, Pittsburgh Attorney, Member 

of Board, St. Francis Hospital 
William S. Moorhead, Pittsburgh Attorney 
Nathaniel Spear, Pittsburgh Merchant 


Officers elected by the Hospital Council are: 
Ralph W. Harbison, President 






Allegheny County Forms Hospital Council 


H. Lee Mason, Jr., Vice-President 
Arthur E. Braun, Treasurer 
Abraham Oseroff, Secretary 


At a recent dinner meeting at which the Council 
was formed, Abraham Oseroff reported as Chairman 
of the Special Committee appointed by the Joint 
Committee on Hospital Study. The Committee had 
been delegated to make a special study of “Group 
Hospitalization” in various cities of the country. 


This Committee, Mr. Oseroff reported, has studied 
group hospitalization in New York, Newark, Wash- 
ington, D. C., Cleveland, and several other cities. 
The Secretary of the Joint Committee has outlined 
a tentative plan to provide a basis for discussion of 
factors relative to group hospitalization. Members 
of the Special Committee appointed by the Joint 
Committee on Hospital Study are: 

Abraham Oseroff, Chairman 

Dr. Samuel R. Haythorn, Head of the Singer 

Memorial Laboratory,’ Allegheny General 
Hospital 

Dr. G. Walter Zulauf, Superintendent, Alle- 

gheny General Hospital 

Mark H. Eichenlaub, Superintendent, West Penn 

Hospital 


A special committee has been appointed by the 
Hospital Council to confer with the various groups 
interested and to study group hospitalization for the 
Pittsburgh district. The members of this committee 
are: 

H. Lee Mason, Jr., Chairman 

Ralph W. Harbison 

Francis Keating 

Abraham Oseroff 

Dr. Sidney A. Chalfant, President, Allegheny 

County Medical Society 
Dr. Samuel R. Haythorn, Chairman of the 

Board, Allegheny County Medical Society 


Membership in the Council is of two classes, con- 
trolling and advisory. Controlling members are those 
hospitals, both private and public, located in Alle- 
gheny County, which either participated in the for- 
mation of the Council or are later admitted to mem- 
bership. 
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What the Approved Hospital Means 


to the Small Community 
WILLIAM C. TENERY, M.D. 


Waxahachie, Texas 


F’ ORTUNATELY THE PROGRESS or moving for- 
ward of the human mind is just as great and the ne- 
cessity just as imperative in a small community as in a 
city of many thousands of inhabitants. The same spirit 
of competition that exists in other trades is found in 
the practice of medicine. In reality the public is re- 
sponsible for the benefits that come to the com- 
munity from an approved hospital. The unskilled 
mind is being educated to think along with the 
skilled, and demands of the doctor in the rural dis- 
tricts the exhaustive examination that formerly only 
hospitals in large and well endowed communities 
could furnish. The advantages to a doctor working 
in a complete hospital in a small community are num- 
berless. At the time our hospital was organized by 
our community the chief thought was of the benefits 
to surgical cases. As the years have passed this ap- 
proved hospital has effected wonderful care and pro- 
tection for the general run of ills and ailments that 
come under our observation. I am going to tell you 
of some of the plans followed in our hospital, which 
is an approved hospital in a small town, in an effort 
to make it more beneficial to our community. 


The Rural Doctor and Clinical Conferences 


The doctor in the rural district for various rea- 
sons, chiefly lack of finances and the feeling that he 
cannot take the time away from practice, does not 
have an opportunity to visit clinics and contact teach- 
ing institutions. We try to help one another keep 
abreast of modern medicine by having weekly meet- 
ings at our hospital during the entire year. The 
attendance at these meetings is made up of our staff 
members, the physicians in town, and the associate 
staff members, those from the rural districts. 


The Staff Conferences 


The first meeting in each month is devoted to the 
regular staff meeting and only the staff and associate 
members take part in the program. The hospital 
report for the previous month is presented and all 
deaths, infections, and complications are discussed and 
the treatment of these cases criticized. Cases of un- 





Read before the Hospital Standardization Conference of 
~, ‘~  V College of Surgeons at Philadelphia, October 
19-22, 1936. 








usual interest may be reviewed at this time or made 
the subject of an entire program at some later meet- 
ing. Laboratory findings of unusual interest are re- 
viewed and occasionally the use and value of some 
new procedure is explained. Gross specimens are 
exhibited when their pathology is unusual, All 
autopsies are reported. X-rays and EKGs are dis- 
played and their pathology discussed. So the physi- 
cian learns to appreciate the value of these diagnostic 
aids both to himself and to his patient. 


The second meeting in each month is the-county 
medical society meeting. Programs at the remaining 
meetings are given by staff or associate members or 
by guest speakers. It may be the clinical presenta- 
tion of an unusual case or a review on some problem 
by a specialist in that field or a lesson on the keeping 
and use of records. Once the educational value of 
records is established their keeping becomes easier 
and more complete. Good records are one of the 
physician’s best methods of studying medicine. They 
enable him to profit by his own mistakes and by the 
mistakes of others. He is encouraged too, to keep 
better office records. All this educational activity 
centers around the hospital. Its library and records 
are always available for reference and illustration. 


The Interest of the Public in Medical Practice and 
Hospital Service 


The general public has become, in the past few 
years, more medically minded than ever before. 
Curiosity about medical practice is more intelligent 
now and patients and visitors are more observant of 
hospital care and usually anxious to continue it at 
home. Public health measures are more readily ac- 
cepted because some reason for them can be seen. 
The public realizes that all care of the sick is not of 
the same standard and so it becomes more discrimi- 
nate in the choice of a hospital. Approval by the 
American College of Surgeons establishes a criterion 
both in the United States and in Canada. 


But after all the hospital is primarily for the 
patient. Its aim is the ideal care of the sick. If we 
can provide a high standard of care in the small 
town hospital the patient can enjoy the mental ease 
which comes from being close to his family and 
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friends and yet know that his treatment is not being 
limited by inadequate equipment. He can usually 
recognize a thorough investigation of his condition 
and if he knows that he is in a standard hospital he 
is confident of good care. The patient may not 
realize at the time of his hospital visit that careful 
records of his examinaiton are being kept but if, a 
few years later, he decides to take out some life in- 
surance their value becomes apparent. Or if he 
moves to another town and is taken ill his new physi- 
cian seems less strange when he has acquired a copy 
of the record of his patient’s previous illness and 
examinations. 


The Standardized Hospital 


A standardized hospital may be criticized for its 
shortcomings and probably justly so in some cases. A 
church is often criticized because its members do 
not exemplify the doctrines on which it was founded. 





The fault in both these cases lies with the individual 
and not with the principles which are supposed to be 
represented. Standardization requires careful work. 
We may become standardized with the idea of ful- 
filling the specified requirements so that we can 
“get by.” But soon we realize that the benefit de- 
rived by both patient and doctors is in direct propor- 
tion to how honestly we observe the principles laid 
down by the American College of Surgeons. We 
begin to see the ideal behind standardization. We 
strive to give the people of our community the very 
best of medical care and find in doing it a wealth of 
experience and satisfaction. And yet with modern 
equipment to satisfy the most exacting approved and 
standardized hospital, we, along with the medical 
profession of large communities, realize more fully, 
as we gain a better knowledge of our subject, the 
great field that lies before us in the prevention and 
cure of disease. 








Thirteenth Annual Convention, Ontario 
Hospital Association 

The Ontario Hospital Association, at its Thir- 
teenth Annual Convention in Toronto, October 21, 
22 and 23, met concurrently with the Association of 
Medical Record Librarians of Ontario, the Women’s 
Hospital Aids Association, and the Canadian Asso- 
ciation of Occupational Therapy. On the Monday 
and Tuesday preceding, the Ontario Catholic Hos- 
pital Conference was held. 

The program for the three-day session incor- 
porated discussions by leading Canadian authorities 
on subjects of the utmost interest to hospitals in 
Canada. Included in the program were addresses 
by the Honorable Dr. J. A. Faulkner, Minister of 
Health for Ontario—“Small Hospitals and Their 
Problems”; Dr. K. G. Gray, Department of Hos- 
pitals, Province of Ontario—‘What Constitutes an 
‘Indigent’ Patient?” and by the Reverend Alphonse 
Schwitalla, S. J., president of the Catholic Hospital 
Association of the United States and Canada. 

The Nursing Section was addressed by Miss 
Esther Rotheray on the “Relative Value of Psychia- 
tric nursing,” and by Miss Ethel Johns on “Training 
of Executives While on Duty.” 

The morning session on Thursday opened with 
Mrs. O. W. Rhynas, president of the Women’s Hos- 
pital Aids, in the chair. The session was addressed 
by Miss A. E. Bingeman, lady superintendent of the 
Freeport Sanatorium, Kitchener, on the subject, “A 
Survey of Service to Patients and Contributions 
Given by the Aid Groups to This Institution” ; and 
by Miss Nora Henderson, Hamilton, a member of 
the City Board of Control—‘‘Citizenship and Philan- 
thropy.” 







The session on Thursday afternoon was a trustees’ 
section, with Mr. David Williams in the chair. This 
meeting was addressed by Mr. Stanley G. Reid, man- 
ager for the Ontario Employers’ Liability Corpora- 
tion—“Should Liability Insurance Be Carried by 
Hospitals ?”; Mr. Fraser Armstrong, superintendent 
of Kingston General Hospital—Has an Employee 
Retirement Plan a Value for Hospitals?” ; Dr. Fred 
W. Routley, secretary-treasurer of the Ontario Hos- 
pital Association, Toronto—‘‘What Is the Respon- 
sibility of Hospital for Medical Services for Munici- 
pal Patients in General Wards?”; Mr. N. D. Boad- 


‘way, Collingwood—‘Hospital Annual Reports and 


What Information Should They Contain?”; Mr. 
J. A. Schinbein, Chairman of Hospital Contracts, 
Listowel—“‘Are Annual Contracts Providing Hos- 
pital Service for Stated Periods Advantageous?” 

The morning session on Friday was a general ses- 
sion, with the Reverend Georges Verrealt, O.M.I., 
in the chair. The session was addressed by Dr. G. 
Harvey Agnew on “Group Hospitalization”; Mr. 
Chester Decker, superintendent of Toronto General 
Hospital, on “Some Hospital Problems”; and Dr. 
F, J. Conboy, Toronto—“The Place of Dentistry in 
the Hospital.” 

At the afternoon session the reports of the sections 
were presented, and the reports of the committees 
were submitted. A feature of the afternoon session 
was an address by Dr. John Ferguson on “Legis- 
lation.” 

The annual banquet was held on Thursday eve- 
ning. The guest speaker was the Honorable Mitchell 
F. Hepburn, Prime Minister of Ontario, and the 
annual ball of the Association followed at the con- 
clusion of the banquet. 
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Meeting the Rising Costs of Hospital 


Operation 


LEWIS E. JARRETT, M.D. 
Superintendent, Medical College of Virginia—Hospital Division, 


x. QUESTION OF HOW TO MEET rising costs 
of operation in connection with maintenance and 
equipment is a very vital question in the balancing 
of the hospital budget. At the same time this dis- 
cussion could enter into so many fields of endeavor 
that it would be obviously impossible to do more 
than touch upon a few highlights of the subject. 


The Hospital Maintenance Department 


In the first place, each hospital must have a well- 
managed, adequately equipped maintenance or en- 
gineering department. This is just as true in the 
small hospital as the large, where only one well- 
trained person might constitute the personnel of this 
department. This set-up is absolutely essential, and 
to manage a hospital without it, I believe, would 
be penny wise and pound foolish, for equipment 
either poor or good, old or new, must be kept free of 
mechanical defects. 


Let us discuss a few of the duties of this depart- 
ment which can save money for the hospital. A 
weekly check of all faucets and water valves will be 
found to greatly diminish the water bill by merely 
replacing worn washers. A monthly check of all 
electric motors, such as fans, suction pumps, oxygen 
tents, with a regular servicing, will greatly prolong 
their period of service, and consequently make fre- 
quent replacements unnecessary. A similar periodic 
inspection and check in the institution of all movable, 
as well as stationary, equipment will prove just as 
profitable in reducing costs. Remember that it is 
less expensive to properly maintain equipment than 
it is to repair the same after a “breakdown.” 


Now I would like to mention a few other ways 
that maintenance expenses may be reduced or at 
least kept at a minimum. 


The Hospital Lighting 


The question of proper lighting in a hospital is 
always a perplexing problem which can, however, be 
made a fairly simple one. Obtain a sight-meter and 
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Richmond, Virginia 


make a check of all the electric lights in the institu- 
tion, determining the wattage necessary for each out- 
let. Make a list of these sizes and then insist that 
the engineering department replace outworn bulbs 
with this same size. Usually you will find that the 
wattage can be reduced in many of the locations and 
a reduction to the hospital of the electric bill will 
naturally follow. 


There is on the market at the present time an elec- 
tric bulb which cannot be removed from the socket 
without breaking. This bulb is very little more ex- 
pensive than the conventional type and prevents the 
loss of them by theft. I would advise you to in- 
vestigate this improved electrical appliance. 


Crushed Ice Storage 


The proper storage of crushed ice on the various 
pavilions has long been considered a rather costly 
item. Ice in small particles, of course, melts very 
quickly to no ones value. In our institution elec- 
tric ice boxes were installed on each pavilion and a 
metal container supplied for storage of crushed ice, 
and during this summer in which the temperature 
has been excessively high in the south, we have 
saved enough on our ice bill to pay for half of these 
refrigerators. We feel that they will pay for them- 
selves in nine months from the time of installation. 


The Telephone Problem 


I imagine that every hospital administrator of 
either a large or smell institution feels that his phone 
bill is too high. Tien you might ask what can be 
done about this problem? Call your local phone 
company and explain your problems, and at the same 
time insist that they make a survey of your phone 
service and equipment and give their recommenda- 
tions. Maybe you can install an inter-dial service 
which will enable you to do with one less operator. 
Or maybe you need a call system which will allow 
calls to be cleared more quickly, reducing the need 
for as many incoming trunk lines as you now have. 
There might also be places where a phone could be 
an extension rather than on a separate line, with of 
course a reduction in your phone bill. 











In installing new equipment, thought should be , 


given to fixed versus movable equipment. Movable 
articles, for example, electric fans, are very easily 
put out of commission by dropping them from tables 
to the floor. However, these same fans stationary on 
a shelf or mantle find themselves removed from a 
certain element of human carelessness. Numbers of 
other articles could be mentioned which could be 
handled similarly, and whenever possible this should 
be done. 


The Use of High Pressure Steam 


In a hospital that has ample high pressure steam 
available this heating agent should be used just as 
often as possible, for I believe you will agree that 
steam is our cheapest heating medium at the present 
time. We must have high pressure steam for our 
dressing sterilizers, and we, of course, can use it 
for instrument sterilizers, cooking, and in steam 
tables. Just at the present time our institution is 
considering installing an electric bake oven, with 
the thought that we may use high pressure steam, in 
pipes of course, to raise the temperature of the cham- 


bers to three hundred or three hundred fifty degrees. 
Then, of course, we would depend on electricity for 
the higher temperatures. This seems logical to us 
at the present time, and if it works, I believe our 
baking costs will be greatly reduced. 


The Right Kind of Equipment 


Another thought that should be constantly in our 
minds is the type of equipment to be purchased. I 
believe that one of the most important considerations 
to be kept in mind here is the ability of the firm to 
service your equipment and also whether or not the 
equipment is standardized. Many times you may 
purchase a mechanical item which has been so con- 
structed that it will not take standard parts for re- 
placements. This necessarily increases the cost of 
maintenance and replacements. 


In conclusion, then, I would suggest that you buy 
good, approved standardized equipment, and then 
see to it that proper maintenance of the same is pro- 
vided, and your expense of maintenance will be 
reduced. 








Hospitals and 


M...: HOSPITALS have a list of small and 


large donors whose gifts have in the past annually 
totaled a fair amount. During the years just past 
this list had become smaller and smaller, and the 
sum total is less each succeeding year. It seems im- 
possible for the trustees to tap new sources of in- 
come. 


“The public-spirited citizens who, under normal 
conditions, would like to be generous with hospitals 
have been made so uncertain as to their future that 
they cannot and are not running the risk which 
great liberality entails today. Uncertainty is prob- 
ably the greatest single reason for our hospitals be- 
ing in the unhappy condition in which they now find 
themselves. 


“Most hospitals find that their endowments have 
suffered a body blow. Bonds and other investments 
in the so-called legal securities are found dashed on 
the rocks of default, the income im some instances 
having greatly diminished or ceased altogether. 


“There is a movement today which indicates that 
men of wealth who formerly gave large sums to 
hospitals are now placing their funds in youth move- 
ments, tending to educate, train and bring up young 
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Endowments 


America along lines of sound Americanism, aimed 
eventually to save the Republic and foster its ideals. 


“As the depression has continued so many years, 
many people with modest means, formerly inde- 
pendent, have at last found themselves at the end 
of their capacity to pay for hospital service. The 
sick unemployed have crowded into the hospitals at 
alarming rates. Worry, inanition and their resultant 
sickness and disease have heaped a tremendous over- 
load on our hospitals. The Government has seen fit 
for some curious reason to disregard this added bur- 
den of our hospitals. The Government will give a 
man a job, but will not pay for his care when he 
gets sick. 

“The lessening income from donors, the diminu- 
tion in the endowment income, the increased burden 
of caring for greater numbers of indigent sick, the 
increased cost of food, surgical and medical sup- 
plies, etc., and the general uncertainty ahead have all 
been contributing factors to the crippling and closure 
of hospitals all over America. Hospital trustees are 
helpless against such odds.” 

Excerpt from address of Dr. Frank E. Adair, 
executive officer, Memorial Hospital, New York 
City, before American College of Surgeons, Phila- 
delphia. 
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Medical Science, Hospital Service 
and the Patient 


i ....... SERVICE is the handmaiden of 
medical service. It is within the easy memory of a 
majority of this audience when hospital service meant 
little more than hotel service, and hospitals were 
commonly described both by the medical profession 
and the laity as “hotels for the sick,” 


The development of hospital service during the 
twenty years past and its keeping pace with the ad- 
vances made by medical science was more than a 
coincidence. It has been due in its major part to 
three activities : 


1. The standardization of hospitals by the Ameri- 
can College of Surgeons. 


2. The interest of the American Medical Asso- 
ciation in our hospitals as educational institutions for 
the training of residents and interns in the applica- 
tion of the science of medicine, and 


3. The study and work of the American, Cath- 
olic and Protestant Hospital Associations in co- 
relating hospital functions and co-ordinating hospital 
personnel and equipment to meet the increasing de- 
mands of modern medicine for the efficient care of 
the patient. In the assembling, operating, and direct- 
ing of hospital facilities to meet the requirements of 
an advancing medical science in the diagnosis and 
treatment of disease. 


Medical. science skillfully applied and hospital 
service intelligently rendered have but a single ob- 
jective and that is to reduce the hazards of illness 
and effect the early return of the patient to produc- 
tive community life. Every thought and act of the 
one, and every progressive activity of the other com- 
bine in the interest of the patient in the hospital 
wards. 


It is not true that the family physician has de- 
parted from among us. He has only been trans- 
planted from an inadequately equipped office, which 
was at once his dispensary and his surgery, to a 
hospital home where every facility for the practice 
of his art has been provided for him, and an edu- 
cated and trained personnel is constantly at his serv- 
ice. He brings his patients from their homes to the 
security of his hospital. He is still the counsellor, 
comforter, and guide in the mundane affairs of his 


Presented at the Hospital Standardization Conference of 
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patient, as he is in the treatment of their physical 
and mental ills. Particularly in the last two decades 
both the family physician and the specialist have 
become less the mechanic and more the artist in their 
relationship with the patient. Both study and under- 
stand the psychology of the sick. Both know that 
the patient coming to the hospital is often mentally 
depressed and physically fatigued. In addition to 
being ill, he has a feeling of uncertainty—a fear of 
the future. They know that he wants their sympathy 
—relief from nostalgia and a reasonable substitute 
for home conditions. 


Color in the hospital means much more than in- 
terior decoration. It means in all of its emphasis, 
a kindly consideration for the sick man and an in- 
terest in his welfare upon the part of his physician 
and the hospital staff from the moment of his ad- 
mission to the day he leaves the hospital with the 
congratulations and best wishes of those who have 
waited upon him. 


The mechanics of caring for the patient should 
be combined with an effort to understand him, to 
make him comfortable always and within reasonable 
limits to sympathize and to indulge him in his desire 
for a kindly, friendly interest in his progress. Hos- 
pital efficiency whether medical or administrative, is 
often cold when it might as well be kind. Medical 
nursing and other hospital service is occasionally 
“robotical” in character. Their methodical measure 
could well be softened by a study of the psychology 
of the patient. 


And the family doctor and often the specialist on 
the staff know that the contented patient is the con- 
fident patient. He has both the will and the desire 
to live. The greatest aid to medical skill is the 
courteous consideration for the patient. They know 
from many experiences that in every circumstance 
of sickness and suffering, that it is the kindly human- 
ities with which they serve that so often make living 
possible. 


The professional accomplishment of the physician, 
his role as an individualist in the new order of 
things, unite with all the facilities which good hos- 
pitals provide to reduce the hazards of illness. The 
good hospital, like the good physician and the good 
nurse, realizes the therapeutic values of surrounding 
the patient with the comfort and care that brings to 
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him a sense of security and an unfailing confidence 
in his physician and in his environment. The good 
hospital is a spiritual as well as physical sanctuary 
for the patient, just as medical science has its 
spiritual side. The hospital is not just an institution 
where the sick may take refuge, nor is medical 
science a cold, impersonal collection of specialized 
knowledge. If either hospital or medical science 
were that and nothing more humankind would be 
the loser, and the physical ills which befell it would 
be but seldom cured. 


The hospital is the center of health, the portal of 
hope for eight millions of patients each year. In 
the seven thousand homes for the sick on this con- 
tinent, medical science lives and is intelligently ap- 
plied. Every facility for accurate diagnosis, and 
every proven therapeutic measure serves the patient 
under the skilled guidance of a competent physician 
and surgeon. 


Both hospital service and medical science bear 
constantly in mind that they were developed for the 
patient and not the patient for either of them. 


And lest we forget, few hospitals in this country, 
and no voluntary hospitals, could long survive, were 
it not for the generous members of the medical pro- 
fession who give their services to the sick poor in 
.the wards of our hospitals without pecuniary reward. 
The lights and shadows that flit through the long 
corridors of our hospitals, the pain and anguish of 
the sick, the hope renewed of the patient restored 
to health, the happiness of the mother when she 
leaves the ward with her babe, and all the emotions 
that move humanity where the sick abide, are the 
constant companions of the physician on the hospital 
staff. His labors, his accomplishments for those 
he serves, his interest in and his sympathy for them 
during their long voyage back to health, is what has 
made our hospitals. The cooperation of medical 
science with hospital service has robbed sickness and 
injury of its terrors for the patient and has rebuilt 
our fine hospital system in America. 


Both medical science and hospital service have in- 
frequently failed the patient ; when such has been the 
experience it has been due to a lack of understand- 
ing and an absence of co-operation between them. 
We are speaking impersonally, of impersonal things, 
and do not at all refer to medical men, and those 
who direct the destinies of our hospitals. In what- 
ever sort of organization, when harmony of purpose 
is lacking, when effort is dissociated, when misunder- 
standings occur, the morale of the whole personnel 
breaks, and some one suffers. In the hospitals, it 
is the patient ; no matter how skilled the members of 
the staff in the practice of their art, no matter how 
great or how many the facilities for diagnoses and 
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treatment, and no matter how numerous the person- 
nel, the patient is not well served and the hospital 
is not a good hospital ; however much the ability, per- 
sonality and accomplishment of its staff contributes 
to make the hospital a good hospital, and medical 
science—good medical science—the best results can 
only be obtained when all of these are directed in 
the interest of the patient. 


And do medical men realize what great activities 
for human betterment their labors have created? Can 
they, busy as they are, appreciate that during the 
next year one out of twelve of the people they meet 
will be under their care in some hospital; that for 
children under five years, with whom they come 
in contact, one out of every four has been born under 
their care in some hospital; that one out of four 
mothers have been given the blessings of their skilled 
services? Can they know of the hospital service and 
the medical science that they are carrying to the city 
slums, as well as to the cities’ residential precincts, 
to the men and women on the farm, and the people 
who live where mines and factories are located? And 
if they can, could they picture what our people would 
be, without these two great factors for their better- 
ment—and yet a clever satirist, a spokesman for 
organized medicine from time to time, lets loose his 
shafts of sarcasm and ridicule against hospitals and 
hospital service, against medical science in hospitals 
and the men who apply it within their walls. 


But that great American, the public-spirited and 
philanthropic Newton D. Baker has this to say in 
speaking of our American hospitals : 


“They are, of course, all the things I have said. 
They are the places where the sick are cared for, 
where pain is relieved, where the human element is 
introduced in the tenderest and most considerate sort 
of fashion, where the sick are surrounded with 
amicable and delightful association and pleasant en- 
vironments; but more than that they are the great 
research institutions of the medical profession and I 
hope that they will long remain in large part volun- 
tary hospitals, supported by the benevolence of the 
many guided by the intelligence, the highest intel- 
ligence, of the medical profession. 


“And that is what they have hitherto done in the 
way of prolonging human life, relieving those dis- 
abilities which make life a miserable struggle and 
enabling those who are burdened by physical dis- 
abilities and agonies of one sort and another, to re- 
sume their place joyfully in the march of their fel- 
low citizens, and share in the public life of their 
country. I hope that what they have been able to 
do in the past is only an example of what they may 
be able to do in the future.” 
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Post-Sanatorium Care of the Tuberculous 


EDWARD HOCHHAUSER 
New York City 


I. POST-SANATORIUM CARE we consider the 
tuberculous patient a sick person to be restored to 
health ; a member of a family with that family’s par- 
ticular problems: and potentialities; a potential 
worker to be restored, insofar as it is possible, to 
his place in the community and to economic inde- 
pendence. 


In the prevention, and perhaps more so in the re- 
habilitation of the tuberculous, we are dealing with 
a complex situation in which medicine is interwoven 
with sociology, economics, and psychology. Experi- 
ence has taught us that tuberculosis is a long, drawn- 
out disease, costly in treatment, and requiring a long 
period of rehabilitation. 


Dr. B. Vos at an International Tuberculosis Con- 
ference on After Care said: “Tuberculosis is ex- 
pensive, this is but too true, but what is even more 
expensive is to fail to make the use of a patient’s 
working capacity even if the latter is reduced, or 
to neglect to develop it. We must not forget the 
larger share of happiness denied those whom the 
disease has condemned to unemployment.” 


The time to start after care and rehabilitation is 
at the time of diagnosis or at least as soon as there 
is definite evidence of the retrogression of the 
disease. 


Dr. F. M. Pottenger, a number of years ago, 
spoke of the “importance of inculcating a positive 
philosophy into these patients, telling them what they 
can do instead of what they cannot do. There are 
too many don’ts for consumptives and not enough 
dos. As a result they come to fear all acts which 
call for more than a minimum of energy.” 


We know of patients for whom tuberculosis and 
the experiences of treatment have enlarged their hori- 
zon and have made them more content. There 
are men who have been stimulated to great accom- 
plishments in literature and art. We know, too, 
many who have become embittered and rightly or 
wrongly developed grievances against society and 
their fellowmen. 


But a large number have carried over as assets 
or liabilities the personality, physique, and all the 
experiences that they had before they developed 
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tuberculosis. Some never did hold their own, and it 
is too much to expect that the experiences in having 
tuberculosis will so remake them that in spite of this 
added handicap they can be fully rehabilitated. 


Individualizing in the Rehabilitation of the 
Tuberculous Patient 


The necessity for individualizing is just as obvious 
in the rehabilitation of the tuberculous patient as it 
is in his medical and social treatment. Attitudes and 
problems are varied, although some are common to 
a large number. The length of time required to 
rehabilitate patients is even more uncertain than 
their treatment. -Varitions are due to the amount 
of time needed not only for physical rehabilitation, 
but for mental, social, and vocational adjustment. 
The problem is naturally modified by the age, per- 
sonality, stability, adaptability, educational and in- 
dustrial training of the patient. 


The Test of Effectiveness 


The real test of the effectiveness of curative work 
for the tuberculous is— 


How large a percentage of sanatorium patients 
stay well? 


Are patients finally returned as independent 
members of the community or as chronic 
dependents ? 


Public concern with this important problem, which 
is based on dissatisfaction with the experience of 
patients after graduation from sanatoria is not limited 
to the United States and Canada. Many of our 
friends in England and the continent are agreed that 
provisions for after care have not found their proper 
place in the anti-tuberculosis program. 


In the provision of facilities, as well as in the 
improvement of the techniques of medical and sur- 
gical treatment of the tuberculous, there has been 
marked progress in the last twenty years. There 
has, however, been very litttle progress in the quan- 
tity and quality of the after care phase of the 
problem. 


Post-sanatorium care should be concerned with 
the public health aspects of tuberculosis work, such 
as the danger of infection of other members of the 
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family, and of others associated with the tuberculous 
patient by contact. But it should be emphasized 
that the primary immediate objective is the patient 
himself. 


In the recent report on Care and After Care 
Schemes in Tuberculosis, prepared by the British 
Joint Tuberculosis Council, we read, “there are 
probably at least fifteen per cent of all cases of tuber- 
culosis at any given time which are purely medical 
problems for whom employment of any kind is out 
of the question. The most reliable information shows 
that forty to fifty per cent of cases return to their 
previous employment or to some modified branch of 
it. There remains therefore, a balance of some 
thirty-five per cent which are both medical and eco- 
nomic responsibilities of the nation. It is for this 
group that employment schemes in tuberculosis 
should cater, with the object of continuing the heal- 
ing process in a diseased lung.” 


The Employable Patients 


The National Tuberculosis Association, in esti-- 
mating the number of discharges annually from hos- 
pitals and sanatoria in the United States, has almost 
the same percentage of patients who should be our 
special concern. The chronic or progressive cases 
who would probably never be able to return to work, 
but who would require custodial care or careful 
supervision, numbered approximately 25,000. Those 
able to care for themselves, but requiring medical 
supervision only, 25,000. The remaining 25,000 
they estimate will probably be dependent upon some 
sort of social agency for assistance in getting back 
to gainful employment. 


The employable patients may be considered in 
three categories— 


1. Those able to work a full day 


2. Those who require temporary sheltered 
employment 


Those who require permanent sheltered 
care 


A large percentage of the tuberculous make their 
own adjustment. When the patient’s physical condi- 
tion is good, and he succeeds in placing himself, he 
is apt to be more successful than if work is secured 
for him. He usually secures a job with higher wages 
than the placement worker can secure, and we know 
high wages are one of the most effective means to 
promote and maintain the cure. 


Many patients make a sufficient recovery to en- 
able them to return to a full-time job without danger 
to their health. Sometimes an interested employer 


makes the return easy. The light outdoor job is 
rare, and usually light only in pay. 


For the patient able to return to full-time work, 
his old job, with exceptions, such as extra hazards 
due to working conditions or physical strain, has 
obvious advantages. 


Dr. Frank L. Rector, former Chairman of the 
Industrial Hygiene Section of the American Public 
Health Association, said, “It has been the experi- 
ence of observing physicians in industry that once 
the sub-standard worker is fitted and adjusted to his 
work he becomes less a risk than the so-called “nor- 
mal” individual. The explanation is that the defec- 
tive worker knows his limitations and will not over- 
step them, while the normal worker will expose him- 
self to dissipations and excesses of various sorts, and 
in times of emergency subject himself to strains be- 
yond his powers to withstand. It has also been the 
experience of many physicians in industry that per- 
sons who have suffered a disabling sickness, such as 
tuberculosis, and later returned to work, are usually 
more careful of their physical welfare than those 
who have not undergone such experiences. 


“From these illustrations it is believed that the 
employment of sub-standard workers does not carry 
with it the risks usually thought inherent in such 
cases, and, when we consider further that the em- 
ployment of this group in some capacity is essen- 
tial to its existence, it seems only logical that a place 
be found in industry for its members than that their 
care be forced upon the community.” 


Replacing Patients in Industry 


We have barely scratched the surface as far as 
replacing patients in industry. Where there is the 
will, industry can re-employ part time workers as 
well as those able to work a full day. It is good 
personnel practice—it will mean a saving in com- 
pensation insurance —it is industries’ social re- 
sponsibility. The sanatoria and the local tubercu- 
losis associations can act as advisors to industry. 


Our state rehabilitation services, with additional 
Federal aid, will increasingly provide vocational 
training to patients who need training or re-training. 
In many communities there is excellent team play 
between these services, the sanatorium and the tuber- 
culosis association. In some states the rehabilita- 
tion departments are loathe to accept tuberculous 
patients because of the danger of relapse. Often 
they are unreasonable, but in many instances we are 
to blame for this attitude because we recommend 
patients for re-training prematurely. 


For the housewife there is the problem of the 
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gradual return to full responsibility in the conduct 
of the home. But the wage earner with moderate or 
advanced tuberculosis whose disease has been im- 
proved, who has reached a condition of apparent 
arrest, and whose work capacity is limited, presents 
the greatest problem. For many patients there is 
a wide gap between sanatorium treatment and nor- 
mal industry. 


The Employment Problem of Tuberculous Patients 


Sir Pendrill Varrier-Jones, discussing “The Eco- 
nomics of After Care in Tuberculosis,” said: “I had 
hoped that the employment committee (British) 
would have taken their courage in both hands and 
denounced the pitiable state of affairs which their 
inquiries have brought to light, and then demanded 
the application of radical remedies. But no: the 
committee seems to be overwhelmed by the size of 
the problem. In its conclusion it stated that ‘the most 
difficult and at the same time the most urgent prob- 
lem awaiting solution in the care and after care of 
the tuberculous person is that of his or her employ- 
ment.’ I agree. I said the same thing fourteen or 
fifteen years ago, and no doubt many other people 
have said is dozens of times both before and since. 
I have gone further and said that if nothing is done 
to see that tuberculous persons who can work are en- 
abled to work, we might just as well throw most of 
our expenditures on anti-tuberculosis work into the 
sea for all the lasting good it will do. Sanatoria are 
excellent for the treatment of early cases, and the 
truly early case in many instances can be brought 
to a condition of quiescence. But for the middle 
class of case, that is to say for the largest propor- 
tion of tuberculous cases undergoing institutional 
treatment, existing measures are entirely and ad- 
mittedly inadequate, unless they are supported by 
effective employment schemes. 


“The report insists that ‘the real test of treatment 
is the fitness of the individual at the termination of 
it to resume his work as an economic unit in the 
outside world.’ Just so; but as we know that mod- 
erately advanced cases, even if reduced by treatment 
to a state of quiescence, will cease to be quiescent 
the moment they are exposed to the conditions of the 
outside world, what is the use of pretending to direct 
the treatment of such cases towards this end? Perma- 
nent damage to lung tissue means a permanently 
subnormal organism. No amount of treatment will 
alter this.” 


Sir Pendrill Varrier-Jones has done more than 
perhaps anyone in the world to publicize the need 
for after care, and to demonstrate what can be done. 
While many have been pointing out the difficulties, 
he has successfully conducted a village settlement for 
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the tuberculous. There have been many other ex- 
periments, both here and abroad, which agree on 
fundamentals but do not believe in colonization after 
the sanatorium, or feel that a large percentage of 
these patients may, after a number of years be grad- 
uated from the colony. 


Recommendations for Post-Sanitorium Training 


The After Care Committee of the International 
Union has issued the following recommendation for 
post-sanatorium training and after care: 


1. Work shall not be imposed upon any patient 
until the optimum results of clinical treatment have 
been obtained. 


2. By post-sanatorium training we are to under- 
stand employment in factories and workshops run 
on modern commercial lines, and not occupation in 
the affairs of the institution, simple handiwork prac- 
ticed in the invalid chair, or other pursuits designed 
for the distraction of the patient. It must not be 
overlooked that the problem has also a very impor- 
tant psychological side. The patient must be made 
to comprehend the aim and object of employment 
and to appreciate the idea of work as an element of 
the right type of existence. Hence he must be em- 
ployed under conditions similar to those of a mod- 
ern factory, and must not be expected to perform 
tasks which he knows are done in another way and 
more easily and practically in an ordinary workshop. 


In 1915 Dr. Varrier-Jones started a small carpentry 
shop for tuberculous patients. Later he moved to 
Papworth Hall near Cambridge, about fifty miles 
from London. The Papworth Village Settlement 
has grown until it now includes about one thousand 
inhabitants. It covers about three hundred fifty 
acres and includes hospital facilities for four hundred 
twenty-five to four hundred fifty patients. There 
are two hostels for about one hundred single men 
and fifty single women. In addition, there are one 
hundred twenty cottages. The shops, with few ex- 
ceptions, are modern, well equipped one story build- 
ings. Except for a few key persons, all are patients. 
The industries at Papworth reported a profit in 
1934. 


Preston Hall, near Maidstone, and about thirty- 
two miles from London, is England’s second suc- 
cessful colony. It covers over two hundred acres. It 
has about three hundred patients in the hospital, two 
hundred part time workers, over one hundred eighty 
in the settlement. Preston Hall was taken over by 
the British Legion in 1925 as a settlement for ex- 
service men suffering from tuberculosis. Sir Pen- 
drill Varrier-Jones was invited to reorganize the 
settlement. Since 1927 Dr. J. B. McDougall has been 
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the medical director. As with Papworth, the suc- 


cess of Preston Hall is without doubt due to its 


medical director. 


Each of these settlements has three units—the 
sanatorium, the industries attached to the sanatorium, 
and the estate on which are the houses occupied by 
the settlers. Patients are admitted as at any insti- 
tution. Occupational therapy is prescribed in one 
of the industries attached to the sanatorium. When 
patients are working four and a half hours a day, 
or a minimum of twenty-two hours a week, they are 
paid five shillings a week. 


“The prospective settlers at each institution are 
chosen from among the patients undergoing treat- 
ment, and in the actual selection of these the medi- 
cal director is guided largely by the reports from 
the managers of the respective departments. From 
the medical standpoint no patient is admitted to the 
settlement unless there is evidence that the disease 
is likely to remain quiescent for some time. The 
hope is that the disease will ultimately become ar- 
rested. Temperamentally, also, the patient must be 
acceptable for life in a well-ordered community. The 
alcoholic, the inveterate gambler, the morally weak, 
and the agitator type are likely to become a menace 
in any village settlement.” 


Patients are admitted as settlers when able to work 
six hours a day. The maximum working hours de- 
pending on the particular industry, are from thirty- 
eight to forty-two a week. The wages paid to set- 
tlers vary according to the efficiency of the indi- 
vidual. At Preston Hall no settler is paid less than 
one shilling one pence an hour. They report that no 
real difficulties with trade unions have ever been 
experienced. 


When the patient becomes a settler he lives in one 
of the houses in the settlement if married, or in a 
hostel if single. Unmarried settlers pay about twenty- 
eight shillings a week for board and lodging, 


While very heavy work such as building roads, ex- 
tremely heavy lifting is done by non-patients, the 
settlers do practically all the work in the industries. 
Much of this would appear to us as heavy work. The 
industries at the two settlements include printing, 
leather bags and portfolios, portable buildings, furni- 
ture making, graining asbestos, the conduct of vil- 
lage stores and the management of the estates. 


Tuberculosis Schemes in Europe 


Mr. McDougall states “there is no other unit in 
the tuberculosis schemes in the country (England) 
which takes the patient into consideration with the 
same thoroughness as does the settlement scheme.” 


England is covered with after care committees 


with paid or volunteer service providing the variety 
of services common to our social service and family 
care agencies. The quality of this service varies 
greatly. 


Differing somewhat from these two settlements is 
the training center near Zurich, Switzerland, con- 
ducted by Dr. Bachmann. It serves a community 
with 600,000 population which, in addition to hos- 
pital wards for the tuberculous and dispensaries, 
has two sanatoria with four hundred beds. It was 
started four years ago, patients coming principally 
from the sanatoria, ready for carefully graduated 
employment. They accommodate seventy patients, 
with plans to increase to one hundred. In 1935 the 
average training period was one hundred sixty-five 
days. On admission fifty-five patients had negative 
sputum and seventy-seven positive. Twenty-one 
patients had to be returned to sanatoria, eighty-five 
were discharged after training as fit, and sixty-one 
as almost fit for full-time employment. 


In winter the work is mainly carpentry and some 
metal work; in summer, gardening. The women 
make overalls, underclothes, and aprons. The first 
fortnight every patient is kept in bed under observa- 
tion, and only when physically fit started on two 
hours a day. 


“Sometimes long periods elapse before an increase 
to four to six hours is possible, while many patients 
never become fit for a full day’s work, and as long 
as the second aim of this institution (colonization) 
remains unfulfilled must, on discharge, seek employ- 
ment corresponding to their impaired working ca- 
pacity. Patients are discharged as soon as they are 
able to work six hours a day without endangering 
their health.” 


Dr. Bachmann reports no difficulty in getting 
patients to work. He considers employment thera- 
peutic. Patients are not paid for their first one hun- 
dred hours, after which they receive twenty cents an 
hour. 


The Health Village at Clairvivre, France, is prob- 
ably the most pretentious and beautiful settlement 
for the tuberculous in the world. It was opened in 
July, 1933, for ex-service men. The village was pro- 
moted by the Ex-Service Men’s Association which 
raised a considerable sum with the understanding 
that the government would contribute. We don’t 
know the cost of the village, but the government has 
contributed fifty million francs. The village covers 
two hundred acres, has one hundred eighty double 
bungalows, a hostel with one hundred fifty rooms, 
each with private balcony, for unmarried men. They 
have a hospital, open air school, recreation grounds, 
general stores, and an entertainment hall. 
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The post-sanatorium facilities in the United States 
and Canada are few, and the number of patients 
cared for in these institutions represents a very small 
percentage of those requiring such care. We will 
discuss the one institution we know more about, and 
which represents a type of experience that differs 
in many respects from the colony or settlement 
scheme. In any country they are not mutually 
exclusive. 


Twenty-five years ago tuberculous patients in need 
of sanatorium treatment were uniformly advised that 
after six months of sanatorium treatment they could 
return to work. Today they are told that a year at 
the sanatorium is excellent training and preparation, 
since it takes three to five years to effect a cure. To 
lengthen the stay at the sanatorium until the patient’s 
condition is apparently cured, some of us believe 
unwise. We believe it would complicate the prob- 
lem of rehabilitation more than it would assure ulti- 
mate usefulness and well-being. 


The Need for Part Time Work 


When our Committee started to function twenty- 
two years ago, two propositions were considered to 
meet the need for part-time work for tuberculous 
persons. One. was an industrial or farm colony and 
the other a factory in the city. The farm or indus- 
trial colony was disapproved on the ground that it 
would be a costly experiment. The patients would 
have to be carefully selected not only on medical, but 
social and industrial basis, and the project would not 
materially help in the ultimate solution of the prob- 
lem of the urban group. It would require moving 
the entire family to the country and uprooting the 
children from their associations and from their op- 
portunities for study and advancement in the city. 
It would mean the segregation of families in a 
colony where sickness was the common bond. The 
other proposition was to establish a factory in New 
York City, the patient to live at home with his 
family and to maintain all his normal relationships. 
When necessary, the family could be moved to a bet- 
ter apartment, but always to one it could afford 
when the patient was finally rehabilitated. 


The Altro Work Shops 


The Altro Work Shops in New York were started 
in 1915. In physical surroundings, as well as in 
method, a successful attempt is made to emphasize 
the position of the patient in the routine of daily 
normal life. While sympathetically and privately 
taking into consideration his handicaps, it always 
tries to keep before the patient as his ultimate goal 
liberation from charitable relief and medical care. 


It is difficult to make the patient understand the 
philosophy of the workshop and there is no doubt 
that its success with him bears a definite relation 
to its ability to “sell” the workshop to him. 


After he has spent from six months to two years 
in an institution and has been dependent on charita- 
ble assistance for necessities for himself and his 
family the patient is interested in wages, if he is at 
all ready to return to work. The keynote is work, 
carefully graduated in accordance with the physical 
and mental condition of each patient. 


Work is a recognized therapeutic agent for the 
reconstruction of mind and body. The realization 
brought to the patient that he is not destined for 
the scrap heap is more potent than the medication 
prescribed for him. While faith, however, is an 
essential element in the cure, the patient cannot, of 
course, get well on faith alone. As every patient is 
more than a pair of lungs on legs, each must be 
treated as a whole—so every patient is part of a 
family group and the family, not the individual, must 
be treated. The physical, social and even moral wel- 
fare of every member affects the welfare of the 
patient. 


Sanatorium experience has tried the morale of the 
patient. To reawaken his self respect he is treated 
as a sick man trying to get well and not as a de- 
pendent whose desire to work is being tested. It is 
our belief that in a workshop dealing with diseases 
like tuberculosis, trade or vocational training should 
be incidental. The object should be (a) to reduce 
the number of relapses to a minimum, (b) to renew 
the faith of the patient in himself, (c) to carry him 
from part to full-time or nearly full-time work, and 
(d) to graduate into normal industry all those who 
have demonstrated their ability to work a fuli day. 
These objects should be accomplished through pro- 
ductive paid work, the patient earning enough to sup- 
port himself, and if possible, his family. With the 
tuberculous our experience shows that the average 
length of stay for those who need temporary shel- 
tered employment, (those whose prognosis indicates 
they may be graduated into industry), averages from 
one and a half to two years. 


The garment industry was selected because a 
study of their previous occupations showed more 
patients had been engaged in some branch of the 
needle trade than any other. Months of training 
are needed to develop skilled garment workers, but 
almost any patient can learn to do straight sewing 
and hemming in a few days. Since the aim was 
mental and physical rehabilitation, it was important 
to have a trade in which patients could earn some- 
thing almost at once. For those who did acquire 
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skill, however, New York offered opportunities to 


continue work at a living wage, and it seemed to 
have possibilities as a market for goods to be made 
in the shop. 


A cross section of five hundred recent patients 
showed that before their illness thirty-four per cent 
were engaged in some branch of the needle trades. 
Sixty-six per cent reported nearly one hundred occu- 
pations including bakers, stenographers, jewelers, 
teachers, plumbers, lawyers, blacksmiths, pharma- 
cists, street cleaners, restaurant workers, etc. Only 
five per cent had experience in the particular branch 
of the needle trade in which the Altro is engaged. 


In 1915 many prophesied failure for the new ex- 
periment. Indoor sedentary work, they were sure, 
meant many relapses. Patients who had warmed 
steamer chairs for months or years and had been 
dependent upon charitable aid, they were certain, 
could not produce saleable merchandise. Years later 
these critics became Altro’s good friends. 


Cutting Down the Tuberculous Dependency 


Our Committee had made studies of patients be- 
ing discharged from sanatoria and found relapses 
were about fifty per cent; that tuberculosis and 
chronic dependency were almost synonymous. Surely 
it was worth while trying to find out whether this 
tremendous waste could be cut down. 


Altro’s scheme of tuberculosis care and control 
included periodic examinations of the patient by a 
medical examiner specializing in tuberculosis. All 
contacts were examined not only for tuberculosis but 
to promote good health. Dental care was provided. 
The district worker, medically and socially trained, 
on the staff of the Committee, was the interpreter to 
the family and to the patient, and acted as a friend 
and trained advisor. Earnings were subsidized each 
week from a special fund raised for this purpose 
so that between earnings and subsidy the patient was 
assured his minimum requirements each week. 


Existing medical facilities in New York were 
utilized for special medical needs. Where it was 
necessary to re-admit a patient to a hospital or sana- 
torium, both the city tuberculosis admission bureau 
and the private institutions have been most co- 
operative. 


Will Irwin once remarked that Altro was the only 
place he knew which used a time clock to keep people 
from working. While the time clock is used to 
make sure patients do not work too long, our prob- 
lem is not the danger of overwork, but how to over- 
come the fears that seem to be a natural byproduct 
of the disease and its treatment. Dr. Vos said: 
“Graduated work must aim at neutralizing the in- 


ertia resulting from the rest cure through a revival 
of moral energy.” 


The Altro Work Shops started in 1915 with 
twenty-two patients in a two-story taxpayer. It 
was decided to act as a contractor obtaining cut 
materials and trimming from manufacturers and 
supplying labor only. 


In 1920 Altro started manufacturing and selling 
direct to hospitals and institutions. Institutions 


would be a safe credit risk, and surely such cus- 
tomers would be sympathetic toward a socio-medical 
workshop operated for rehabilitation, not profit. 


We have held consistently that business and phil- 
anthropy should be kept separate in the minds of 
both the patient and the public. Our sales force, 
consisting of a manager and four full-time salesmen 
(three of them former patients), are committed to 
the policy of selling goods on their merits and not 
a sob story. When a customer asks about Altro 
they are glad to explain, but Altro, incorporated as a 
business, goes to the public on a business footing. 


A member of the Board is responsible for the 
slogan, “Where garments are well made and patients 
made well.” 


The advantages of acting as manufacturer rather 
than contractor are: 


1. Possibility of regular work. Stocks of 
standard garments could be made up in other- 
wise slack periods. 


2. Sufficiently diversified types of garments 
could be made to provide work for beginners or 
learners as well as more skilled workers. 


3. Higher wages could be paid and a sur- 
plus left toward overhead expenses. 


4. The manufacturer’s profit might enable us 
to meet some of the extraordinary costs due to 
necessary high overhead and low production. 


Since 1924 Altro has occupied a two-story building 
designed for its purpose. It represents an invest- 
ment of approximately $190,00 for land, building, 
and equipment. The factory accommodates one hun- 
dred thirty-five patients, and was so planned as 
to permit an addition to house another fifty patients. 
The addition is badly needed, but has had to be post- 
poned for lack of funds. 


The walls of the factory are more windows than 
brick. Indoor rest rooms and a roof garden are 
used during rest periods and at noon. In the cafe- 
teria luncheons are served at cost. A clothes dryer 
for rainy days, with a change of stockings and slip- 
pers, helps prevent colds. The workroom, with 
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equipment comparable to that of any efficient manu- 
facturing enterprise, includes many labor saving de- 
vices to spare workers needless physical effort. 


A patient starts usually with a prescription . of 
three hours’ work. He reports between eight-thirty 
and nine, and rests until ten-thirty. He then works 
for an hour and a half, has luncheon, and rests again 
until two. Then follows another hour and a half of 
work and again rest until five, when he leaves for 
home. As a patient’s working ability increases, the 
morning and afternoon work periods are lengthened. 


During the first few months the patient is ex- 
amined by the physician every two weeks. At each 
examination hours of work are specified and date for 
re-examination. Subsequently examinations are 
usually every month and later every two or three 
months. 


These examinations are at the midtown office. The 
nurse does not wear a uniform which would remind 
patients of their hospital days and tend to lessen 
the atmosphere of normal life and work which we 
seek to maintain at the Altro. 


In 1935 an average of one hundred twenty- 
nine patients earned over $85,000. In twenty and a 
half years the patients at the Altro earned over 
$1,378,000. Except for two years the workshop 
operated at a loss. In twenty and a half years the 
loss in operation was $170,377. 


The workshop is intended primarily for patients 
requiring temporary sheltered employment. About 
sixty-eight per cent are moderately advanced cases, 
fourteen per cent first stage, and eighteen per cent 
third stage. They must be in need of part time 
work. Approximately ninety per cent of the patients 
at Altro require temporary sheltered care. 


Because of its restricted facilities, patients who re- 
quire permanent sheltered employment are limited to 
ten per cent of its capacity. Some of these patients 
have been at Altro for ten years, often becoming 
self supporting. The alternative for these patients 
is to stay home, creating social problems, or occupy 
hospital beds needed for acute cases. 


Three hundred four patients spent more than 
three months at Altro in the decade 1915 to 1924. 
Ten to twenty years later more than half (158) are 
in good or fair condition. At time of admission to 
Altro more than one-quarter were over forty years 
of age and two-thirds were over thirty. 

Five hundred two patients were at Altro more 
than three months in the second decade 1925 to 1934. 
One to ten years later eighty-one per cent were in 
good or fair physical condition. 


The Altro Work Shops have demonstrated that 
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many of the tuberculous patients properly cared for 
can become an asset to themselves, their families, and 
their communities. They can be saved from pre- 
mature breakdown, and the community from consid- 
erable additional expenditure for hospital care. It 
hopes that its experiences have influenced industry 
to reemploy former employees who otherwise might 
be prematurely cast on the industrial scrap heap. 


A few years ago Dr. McDougall at Preston Hall 
broke with the policy of Papworth in that he began 
discharging from the settlement patients who had no 
symptoms or signs of activity for five years. He 
felt that the liability to relapse is very slight, and his 
limited facilities should be available to patients who 
were in greater need of care. He reports ‘that the 
Lancashire County Council, England, made a study 
of 4,231 cases (inactive for five years) over a num- 
ber of years. The number of recovered cases re- 
stored to the dispensary register was 3.8 per cent. In 
a series of 2,488 similar cases removed from the 
tuberculosis dispensary in two successive years in 
the London County Council area, the number of 
cases restored to the registers was 3.9 per cent, al- 
most identical with that given by Lancashire. These 
patients, Dr. McDougall points out, had not received 
the benefit of village settlement life, with the implica- 
tion that his graduates will have even better experi- 
ences. 


Dr. McDougall’s procedure of discharging patients 
only after five years without symptoms or signs of 
activity seems to us a very conservative procedure. 


The Discharged Patient 


A report made by John Kingsbury at the Interna- 
tional Conference in 1934 would seem to fully justify 
Dr. McDougall’s policy. Cattaraugus County in its 
case finding campaign in 1924, diagnosed two hun- 
dred forty-nine cases as tuberculous. Fifty-seven 
per cent of these were healed cases. In 1933, of one 
hundred sixteen diagnosed sixty-six per cent were 
healed cases. 


“A careful check of these cases is made each 
year with special attention to those among persons 
who are under twenty and who show x-ray evidence 
of latent primary infection. So far none of the 
cases showing healed tuberculosis on first diagnosis 
has become active; practically all of the individuals 
are well and working. Consequently, the present 
policy of the Bureau of Tuberculosis is to concen- 
trate upon the active or recently active cases.” 


Settlements, industrial centers, urban workshops 
are limited instruments in a program of rehabilita- 
tion of the tuberculous. ‘ Limited not only in the 
sense that we cannot have a sufficient number to 





care for the tuberculous, but in that not all patients 
need them. They do serve as demonstrations and as 
educational centers. As demonstrations they have 
influenced some employers. There appears to be no 
danger that such facilities will multiply too rapidly. 
Rather one may ask, with these accomplishments, 
why are they so few? 


Productive Work Is a Constructive Preparation 
for Life 


Productive work. under medical supervision does 
more than reduce relapses. It is a constructive 
preparation for the life to which the patient must 
return. It is a form of self help in which the patient 
takes an increasing share of the responsibility for his 
support and his family. It succeeds as it stimulates 
his desire to rehabilitate himself, helps-him to recog- 
nize limitations if he must, but not to wear his 
handicap as if it were a badge for accomplishment. 


We have spent over $330,000,000 for hospitals 


with an annual maintenance cost of $75,000,000. We 
have made great advances in treatment at these hos- 
pitals. 


That a large percentage of patients relapse is not 
the fault of the sanatorium, but of the community 
which fails to recognize that after care for many 
patients is a necessary part of tuberculosis care. We 
cannot afford to neglect it. 


In the invitation to the dedication of the new Altro 
Work Shops in 1924 we said “the business of this 
unusual manufacturing enterprise is that of giving 
the convalescent tuberculous paid employment, and 
of allowing them to do only the amount of work 
per day for which they are fitted. The balance of 
their time they give to the development of hope in 
their own hearts and health in their own bodies. 
This turns invalids into men and women who can 
compete in the open market, just as the wearing 
apparel, made by them during their working hours, 
competes in the open market, on a quality basis.” 








Association News 


Meeting of the Head of the Lakes 
Medical Record Librarians’ 
Association 
The regular monthly meeting of the Head of the 
Lakes Medical Record Librarians’ Association was 
held Tuesday, October 6, 1936, at the College of 
St. Scholastica, Duluth, Minnesota, with Sister M. 

Claudia, PHJC, presiding. 


After the regular business of the meeting was 
conducted a report of the meetings of the American 
College of Hospital Administrators and the Ameri- 
can Hospital Association at Cleveland was made 
by Sister M. Patricia. 


The next meeting will be held on the first Tuesday 
in November, possibly at Ashland, Wisconsin. 


a 


Wisconsin State Association of 
Record Librarians 

The Wisconsin State Association of Record 
Librarians announces its First Annual Meeting to 
be held at St. Francis Hospital, LaCrosse, Wiscon- 
sin, on Thursday, Nov. 19, 1936. Sister M. Syra 
presiding. 

The purpose of this Association is to elevate the 
standards of clinical records in hospitals and other 
distinctly medical institutions, and to serve as a means 
of intercommunication among record librarians. 
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The Association of Record Librarians 
of Southern California 
The regular meeting of The Association of Medi- 
cal Records Librarians of Southern California was 
held September 21, 1936, at 2:30 p. m. at the Chil- 
dren’s Hospital, Los Angeles. Mrs. Mable Hayles 
presided. 


New England Hospital Association 

The Fifteenth Meeting of the New England Hos- 
pital Association will be held on February 25, 26, 
and 27, 1937, at the Hotel Statler, Boston, Massa- 
chusetts. 


Mid-West Hospital Association 
The Mid-West Hospital Association will hold its 
annual meeting in Colorado Springs, Colorado, at 
the Broadmoor Hotel, on June 10 and 11, 1937. 


Forthcoming Canadian Hospital 
Conventions 


British Columbia Hospital Association, Empres. 
Hotel, Victoria, November 11-13. 


Alberta Hospital Association, November 16-17. 


Saskatchewan Hospital Association, Saskatoon 
November 19 and 20. 
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This Problem HAD TO BE SOLVED 


Paty 


Uniformly superior Bard-Parker surgical knives and scissors were available to the 

a alee profession. Our problem then became one of ooine these superior qualities 
bet i : hos al . ‘ after the instruments had passed through a sterilizing process that not only insured 
ee: a ae maximum sterilization, but avoided the possibilities of rust, corrosion or injury experi- 
enced when boiling, steam or chemical mediums were employed. 


BARD-PARKER 


phar Formaldehyde 
in which packed, for unit E 4 M i Cc I D E 


delivery........15% off list 


Cartons of 12 pints, 6 


has proved the practical solution to this important problem. It affords economical 
sterilization which is absolutely rust-proof and safe for all steel instruments, syringes 
and heat treated rubber. It dries rapidly without residue, making the recontami- 
nating steps of rinsing or wiping unnecessary. It is stable and retains its germicidal 
potency after repeated immersion of instruments. Replacement and repair of in- 
struments caused by rust and corrosion are eliminated. These important charac- 
teristics make B-P Germicide a decidedly economical sterilizing agent. 


Prices: Pint bottles, $1.00 each. Quart bottles, $1.75 each. Gallon bottles, $5.00 
60 gallons (15 cartons) for each. For quantity discounts ask your dealer. 


unit delivery..25%, off list 
PARKER, WHITE & HEYL, INC. 


DANBURY, CONNECTICUT 


Roane 
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32 gallons (8 cartons) for 
unit delivery..20% off list 





Legal Decisions of Interest to Hospitals 


ae IS THE FOURTH of a series of notes 
upon court decisions in the several states, which 
affect hospitals or where the hospital was a party 
to the litigation. 


Colorado 


St. Mary’s Academy of the Sisters of Loretto 
of the City of Denver v. Solomon, 77 Colo. 463, 
238 Pac. 22 (1925). The plaintiff's wife was in- 
jured in an automobile accident involving the de- 
fendant Society, and he took a judgment of $6,000 
in the lower court. The defense was made that the 
defendants were charitable corporations, and as 
such, were not liable for their torts. The liability 
of charitable corporations was first presented in the 
State of Colorado by way of this appeal. 


The Supreme Court of Colorado poised the ques- 
tion in this way, saying: “The fundamental question 
is one of expediency, or of public policy—Whether 
the preservation of charitable trust funds is more 
desirable than a right to compensation from such 
funds for an injury. We think it is. Few things 
are more desirable or more beneficial to the public 
than charitable foundations, and certainly the right 
of some one to recover damages from a particular 
source is not one.” 


However, the court held that the judgment against 
defendant corporation was valid, but that none of 
their property, held in the charitable trust, could be 
levied upon to satisfy the judgment. Thus, the 
court implies that if the defendants held property 
which was not a part of the charitable trust, and 
which was not devoted to charitable uses, it might 
be levied upon in satisfaction of the judgment. 


Newton v. Board of County Commissioners of 
the County of Weld, 86 Colo. 446, 282 Pac. 1068 
(1929). This was a proceeding to obtain an in- 
junction enjoining hospital authorities from enforc- 
ing a rule which excluded osteopathic physicians 
from practice in a county hospital. The trial court 
dismissed the action, and the Supreme Court affirmed 
the judgment of dismissal. 


The principal issue, as seen by the court, was 
whether “the plaintiff, who is an osteopathic physi- 
cian, is deprived of his rights under the privileges 
and immunities clause of the state and federal Con- 
stitutions, and the due process and equal protection 
clauses of the Fourteenth Amendment to the Con- 


stitution. of the United States.” In rendering its 
decision the Colorado court cited the case of Hayman 
v. Galveston, 273 U. S. 414, which was substantially 
similar to the instant case, and wherein the Supreme 
Court of the United States, through Mr. Justice 
Stone, said: “But the only protection claimed here 
is that of appellant’s privilege to practice his calling. 
However extensive that protection may be in other 
situations, it cannot, we think, be said that all 
licensed physicians have a constitutional right to 
ptactice their profession in a hospital maintained by 
a state, or a political subdivision, the use of which 
is reserved for purposes of medical instruction. It 
is not incumbent on the state to maintain a hospital 
for the private practice of medicine.” After quoting 
the above language the Colorado court then said: 
“A physician has no constitutional or statutory right 
to practice his profession in a county hospital.” 
Again: “A regulation excluding from the county 
hospital, or the right to practice therein, the devotees 
of some of the numerous systems or methods of 
treating diseases authorized to practice the profession 
in Colorado, is neither unreasonable nor arbitrary. 
Some choice of methods necessarily exists and we 
cannot say that in the case at bar the county board 
of commissioners did not have an adequate basis for 
its resolution.” 


Connecticut 


Hearns v. The Waterbury Hospital, 66 Conn. 
98 (1895). This was an action to recover for in- 
juries sustained by the plaintiff as a result of the 
negligence of defendant’s treatment. By its defense 
the defendant admitted that it had, for an agreed 
sum, undertaken to care for plaintiff, but that it had 
not done so, thus causing him injury. 


Defendant hospital was incorporated by a special 
Act of the legislature, and had no capital stock. 
There was no provision for derivation of profit from 
the corporation. Thus, it was clearly a charitable 
corporation under the laws of Connecticut. 


The issue was presented by this language of the 
Court: ““‘When a corporation like the defendant em- 
ploys a servant who does not represent it in the way 
that every corporation must be represented by its 
directors or managers, but is simply employed for a 
special work in the same manner as if employed by 
an individual for the same work—is such corporation 
liable for an injury caused in the course of his em- 
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CASTLE WATER STERILIZER 
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SAFETY PIPING 


CASTLE Water Sterilizers express the last word in 
modern design and construction. e e e Because— Gone 
are the gauge glasses with complicated mechanism 
for sterilizing the glasses. In their place are the ex- 
clusive and dependable Castle dial type water level 
indicators. Note also: Automatic air release and air 
intake valves with self-sterilizing porous glass filters 
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draw-off faucets ... Complete safety piping ... Ad- 
justable automatic regulator valves for any method of 
heat. ee e Fully guaranteed to meet the Castle stand- 
ard of excellence. Complete details available in pam- 
phlet “Castle Water Sterilizers”, sent free on request. 
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ployment by such servant, and due solely to his negli- 
gent conduct ? : 


In holding in favor of the defendant hospital, and 
in refusing to apply to it the doctrine of respondeat 
superior, the court said: “It is perhaps immaterial 
whether we say the public policy which supports the 
doctrine of respondeat superior does not justify such 
extension of the rule; or say that the public policy 
which encourages enterprises for charitable purposes 
requires an exemption from the operation of a rule 
based on legal fiction, and which, as applied to the 
owners of such enterprises, is clearly opposed to 
substantial justice. It is enough that a charitable 
corporation like the defendant—whatever may be 
the principle that controls its liability for corporate 
neglect in the performance of a corporate duty— 
is not liable, on grounds of public policy, for in- 
juries caused by personal wrongful neglect in the 


performance of his duty by a servant whom it has - 


selected with due care; but in such case the servant 
is alone responsible for his own wrong.” 


Lehmaier v. Bedford et al., 99 Conn. 468 (1923). 
This was a proceeding instituted by plaintiff 
Lehmaier to obtain a declaratory judgment, and to 
thus ascertain his right, as a “life director” of the 
Norwalk Hospital Association, to participate in the 
meetings of the directors of the Association. He 
also sought to have the court declare his rights and 
duties as such director. 


Now, the articles of association of the Norwalk 
Hospital Association provided for two classes of 
directors—one class to hold office for life, the other 
to be elected annually. Life directors were those 
who had at one time contributed $200 to the Associa- 
tion. The elected directors were twelve in number, 
and a quorum of seven of these could transact busi- 
ness. It was also provided that certain matters 
should be dealt with by “the directors” and that “the 
board of directors” should have power to make rules 
and by-laws. 


Upon these facts it was held that since the articles 
of association contained no provision against attend- 
ance at meetings by life directors, nor any direction 
against their participation in the supervisory man- 
agement of the corporation upon the same basis as 
the elected directors, there could be no ground upon 
which the court could construe the articles to make 
any distinction between the classes of directors. 
Thus, the plaintiff could exercise all the rights, 
powers and privileges, and perform all the duties of 
a director of the association. 


Bunnell v. Waterbury Hospital, 103 Conn. 520, 
131 Atl. 501 (1925). Plaintiff sued for damages 
for negligently causing the death of her husband, 
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who was a stranger to defendant charity, and who 
had fallen to his injury down an elevator shaft lo- 
cated on the premises of defendant. . That part of 
the premises upon which the injury occurred had 
been rented, on the particular evening, to the Salva- 
tion Army. The negligence relied on was the fact 
that the door to the elevator shaft had no sign or 
warning against opening it, and that the room in 
which this door was located was dimly lighted. 


In its pleadings the defendant raised the defense 
of contributory negligence upon the part of the de- 
ceased, but faifed to plead its eleemosynary character. 


The deceased was an invitee with respect to his re- 
lation to the defendant, and the latter owed him 
the duty of reasonable care to avoid injuring him. 
By reason of having failed to light the particular 
place adequately, and by reason of having failed to 
place a proper warning upon the door, the defendant 
was guilty of a breach of its duty, for which it was 
liable. 


Cohen v. General Hospital Society of Connecti- 
cut, 154 Atl. 435 (1931). This was a suit for per- 
sonal injures brought by the husband of a patient. 
While the husband was removing his wife from the 
hospital he tripped over an iron pipe which had been 
placed near the exit of the hospital building. 


Defendant answered, alleging that it was a public 
charitable corporation and that all of its property 
and income was held in trust. It also alleged that 
the pay received from plaintiff for the care of his 
wife was less than the cost of her treatment. 


It was urged on behalf of the defendant that since 
it had been created by the State to maintain a general 
charitable hospital, and that inasmuch as it received 
state aid by way of tax exemptions and state appro- 
priations, it was entitled to immunity from liability 
for its negligence, on the ground that it was acting 
as a state agency engaged in the performance of a 
public governmental duty. In answering this argu- 
ment the court held that defendant society was a 
private corporation created by the State for the pur- 
pose of administering a general, public charity. 
While the benefits received by patients were in a 
sense public, the organization and management of 
the corporation was ‘private. 


With respect to the defense based upon the chari- 
table trust doctrine the court indicated definitely that 
it was not the fiduciary, or trust character of the 
defendant that provided a basis for exemption, but 
rather its eleemosynary character. Of this the court 
said: “A charitable corporation, which is not a state 
institution engaged in the performance of a govern- 
mental duty, is not entitled to immunity from lia- 
bility for its tortious acts because of the public char- 
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For 
INSTANCE: 


Laboratory Technician 


The professor of pathology of an eastern 
medical school writes us that he is confronted 
with the problem of replacing their technician 
in neuropathological work who has been on 
the staff for a number of years. Considerable 
experience in this particular type of technique 
and familiarity with both celloidin and paraffin 
methods are required. A good many large sec- 
tions are cut, both for museum and teaching 
purposes, which are somewhat beyond the av- 
erage type of training the routine tissue tech- 
nician obtains. An unusual opportunity is 
offered to one who qualifies. 
R 
Night Supervisor 


Now that winter is coming, Florida beckons. A 

fine old hospital located in a resort city is look- 

ing for a capable night supervisor. An ex- 

perienced person, not over forty, is preferred. 
& 


Supervisors and General Duty Nurses 


A great many of our California clients, too, 
are in need of experienced supervisors and 
staff nurses. Several who have known us for 
years will accept applicants solely on our 
recommendations. 
2 
Instructors 


January lst and, yes, even September, 1937, 
requests for instructors and educational direc- 
tors have commenced to come in. They are 
from various sections of the country. When 


She hums and smiles as she works . . . he 
whistles little tuneless tunes! 


you write us, it might be well for you to tell 
us your choice of location. 


& 
Superintendent 


In the great southwest, an eminently successful 
group of physicians operate their own hos- 
pital. Two floors of the institution comprise 
the offices of the clinic. The patient census 
of the hospital averages eighty. What they 
need is an experienced nurse-superintendent 
who is capable of supervising the employes of 
the clinic as well as those of the hospital. They 
tell us they would like her to be about forty, 
with a record of proven executive ability. 
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Gwe all you can for contentment, get it in the work you do, find it in the daily 
life you lead, for 

Success is in contentment; in satisfaction that shrugs its shoulders at tougher tasks; 
that makes her hum and smile as she works; that makes him whistle strange and tune- 
less, funny little tunes as he works. 

Our people are like that. Are yours! 

Would you give your right arm for a grand crew of workers? for a crew of in- 
dividuals each of whom is spunky, and eager, and is smart, and willing, and glad 
to be alive and sings or hums or whistles and smiles as she and he works? 

We've a great list of men and women. We know they're fine. They told us we 
could write and ask about them and we did, painstakingly. They're looking for the 
jobs that you can give. Do you need one, or two, or more? 

Write us. Tell us the kind of person you want. Tell us what you want that 
person to do. Tell us if you need nurses, a resident physician, a pathologist, a die- 
titian, a superintendent....any kind of hospital worker....and we'll find that 
person for you....for we have the finest group in ‘the world. 


The MEDICAL BUREAU 


55 E. Washington Blvd. 
The top floor of the tower of the Pittsfield Building, 
CHICAGO, ILLINOIS 








acter of the charity it dispenses. . . . Nor does the 


fact that its funds are held in trust free it from such - 


liability. . . . Such immunity from liability for its 
tortious acts or those of its employees as may be 
claimed by a charitable corporation must be based, 
neither on the public character of its charity nor on 
the fact that its funds are held in trust, but upon its 
eleemosynary character.” 


It will be remembered that here the plaintiff was 
a stranger to the charity. Again: “Though in most 
jurisdictions hospitals are held immune from liability 
to their patients for the negligence of their doctors 
and nurses, . . . in England and the majority of 
the States they are subject to action in tort by 
strangers or their own employees, and their funds 
subject to depletion by the payment of damages 
awarded in such actions. This has not resulted in 
crippling or destroying such charitable institutions in 
those jurisdictions. Rather, the question is whether 
the individual should suffer the loss or it should be 
passed on to society and the general public. Or, to 
put it in another way, is there any good reason re- 
quiring under sound public policy that the individual 
be deprived of his right of recovery from such a 
corporation because its funds are derived from the 
charitably minded public and devoted to the relief of 
suffering and distress? If it be concluded, as we 
think it must, that the enforcement of the individual’s 
right to recover from a charitable corporation for 
its tortious acts will not deprive the public of the 
benefits of such institutions, we fail to see upon what 
ground it can be said that public policy requires that 
a charitable corporation should be granted absolute 
immunity from tort liability. . . . That its funds 
have been dedicated to charity does not place it be- 
yond the law. . . . A charity should not be permitted 
to inflict injury upon some, without the right of re- 
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dress, in order to bestow charity upon others... . 
Finally, this comment was made: “While for one 
reason or another the courts have held a public 
charity immune from liability for the negligence of 
its employees, in the employment of whom it has 
exercised due care, such exemption from liability 
has not generally been extended to cover actions 
brought by employees, invitees or strangers.” 


Since the plaintiff, husband of the patient, stood in 
the relation of stranger to the charitable hospital, it 
owed him the same duty that any land owner owes 
to.a person who has been invited upon the premises ; 
namely, the duty to use reasonable care to avoid in- 
juring him. Thus, the eleemosynary nature of the 
hospital does not afford it immunity from liability 
for its negligent acts where the injured one is a 
stranger to the charity. 


Cushman v. Meriden Hospital, 117 Conn. 585, 
169 Atl. 915. This case affirmed the proposition 
that a charitable institution is not liable for its negli- 
gent acts resulting in injury to a beneficiary of the 
charity, if it has used due care in the selection of the 
physicians and nurses responsible for the injury. 


Hawthorne v. Blythewood, Inc., 118 Conn. 617, 
174 Atl. 81. It was here held that where a patient 
voluntarily enters an institution operated for profit, 
such institution becomes impliedly obligated to give 
him that care which his apparent mental and physical 
condition require. In addition, such institution must 
use reasonable care to employ nurses and attendants 
who possess reasonable skill and learning, such as is 
ordinarily possessed by persons who are similarly 
employed. It was also recognized by the court that 
the obligations of a private institution in such cases, 
to prevent injuries, are more onerous than those of a 
public, charitable institution. 








Wireless Stations and Flying Doctors 
Solve One of the Hospital Problems 
in Australia 


The value of radio and aeroplane for the relief of 
human suffering is to be demonstrated in Australia. 
Base hospitals are to be established in each town and 
a flying doctor with his aeroplane will be stationed 
at each one. In the remote parts of the far west and 
in the interior there will be cottage hospitals staffed 
by nurses and in still more isolated centers wireless 
sets will be installed. In this way the.interior of the 
Continent will be linked up by a network of radio 
stations and flying doctors. The Federal Government 
is subsidizing the scheme. 


THE Hospitat, October, 1936. 





Sensitivity to Sound 
People have a sound intensity threshold, or lower 
limit of hearing sensitivity, which may vary as much 
as one-fifth of the total auditory range according to 
new findings by scientists at the Bell Telephone 
Laboratories. Technically the threshold range for a 
1,000 cycle note amounts to a spread of 25 decibels. 
The individual judgment of loudness of a sound 
is varied still more widely. The variation might be 
as great as one-third the whole audible range. The 
range on a 1,000 cycle test note was 45 to 50 decibels. 
Science News Letter, October 17, 1936. 


eg 


The Guraba Hospital, founded sixty years ago, is 
the oldest hospital in Turkey. 
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ACCEPTANCE 


The acceptance of Petrolagar by the Council on Pharmacy and Chemistry of 

the A.M. A.as well as the acceptance by the medical profession generally, is 

a tribute to its clinical efficiency. Petrolagar Laboratories, Inc., Chicago 
Petrolagar is a palatable emulsion of pure liquid petrolatum, (65% by volume) and 


number One Silver White Kobe Agar-agar, accepted by the Cofincil on Pharmacy 
and Chemistry of The American Medical Association for the treatment of constipation, 


SS 





127 








THE ScIENCE AND Art oF Nursinc. By Ella L. 
Rothweiler. F. A. Davis Company, Philadel- 
phia. 1936. 


The author’s effort to include a large amount 
of historical material and details not usually found 
in general nursing texts has resulted in a volume 
which is too large for convenient every day use 
despite the publisher’s use of thin paper to reduce 
its bulk. 


The arrangement of an outline and a chapter 
- vocabulary at the beginning of each chapter and 
a set of review questions and collateral reading 
references at the end of each chapter serve to 
round out the consideration of each subject in an 
unusually complete manner. 


The fact that the student nurse is entering an 
entirely new educational field is recognized not only 
by the use of the chapter vocabulary but by print- 
ing all new words as they occur in the text in ital- 
ics, followed by their correct pronunciation in pa- 
renthesis. 


Reproduction of various forms of charts and 
for special studies gives the pupil a familiarity 
with the proper use of such forms which no amount 
of text matter could accomplish. 


The illustrations are well chosen to illustrate the 
text. 


The consistent effort to orient the nurse as to 
her proper place in the picture and relation to the 
patient should have the effect of producing better 
nurse-patient relations and thereby contributing to 
the welfare of both. 


The chapter on bandaging by Dr. Jansey is not 
only very complete but its many illustrations are 
an improvement of the teaching of bandaging by 
a half-interested intern as is too often encountered. 


The section on physical therapy is written for 
the nurse and not in any effort to make a physical 
therapist of the nurse, a definite and important dis- 
tinction. 


The book is simply written, the treatment of 
each subject comprehensive and well arranged, and 
even though it may not be considered convenient 
for routine text use does deserve a distinct place 
as a reference. 

inca 


HEALTH AND ENVIRONMENT. By Jean Martin 


White, R.N., B.Sc. F. A. Davis Company, Phil- 
adelphia. 1936. $2.00. 







The Hospital Book Shelf 








This little manual of sanitation has been written 
specifically as a nursing text and should fill this 
purpose well. Too often the crowded curriculum 
denies time for giving the nurse any comprehensive 
view of general éanitation. This text adapted to 
the particular purpose will permit a general presen- 
tation of the subject in sufficient brief period to 
justify its inclusion in the curriculum. Whether 
for the sanitarian seeking to condense his material 
or for the nurse instructor to use as a guide, it 
will be equally practical and valuable. 


Heating, lighting, water supply, sewerage, waste 
removal, milk supply, food handling, school and 
camp sanitation, quarantine, even industrial safety 
and vital statistics all are given consideration in 
short but well balanced chapters. 

nanan 
PROFESSIONAL PROBLEMS FoR Nurses. Lena Dixon 
Dietz, R.N. F. A. Davis Company, Philadelphia. 
1936. $1.75. 


The author has produced a book which will be 
welcomed by the entire nursing world. Student and 
graduate, private duty or institutional nurse, all 
will find answers to questions that have bothered 
them. It might quite as well have been calle” 
personal problems as it includes chapters on per 
sonal economics and etiquette as well as legal re- 
lations and the status of nursing education, post 
graduate study, sources of professional information, 
the different branches of nursing and even how 
to apply for a position. 


The author’s diversified experience and her wide 
contacts with nurses in all branches of the pro- 
fession have given her not only a thorough under- 
standing of what their professional problems are 
but likewise a broad view of how best to meet them. 


In attractive binding with flexible cover it is 
convenient to carry in trunk, bag or even coat 
pocket. 


The book merits a place not only as a text for 
students but a place in the personal library of every 
practicing nurse whatever type of nursing she may 
be following. 

Seiuiidaedses 

Urotocy For Nurses. By Oswald Swinney Lows- 
ley, M.D., F.A.C.S., and Thomas Joseph Kir- 
win, M.D., F.A.C.S. J. B. Lippincott Company, 

Philadelphia. $3.00. 


The product of a wealth of experience in an 
unusually complete and active clinic, this book can- 
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It is not enough to provide uni- 
formly good intravenous solutions. 
Our interpretation of our respon- 
sibility to Baxter's users is that 
regular users shall be provided 
with their complete intravenous 
solution needs at a minimum cost, 
a maximum of service advan- 
tages, plus complete price pro- 
tection. 


So many of the Baxter Service 
Agreement holders .... and they 
number in the thousands... . 
have told us that it is such a satis- 
factory and beneficial agreement 
that we think you will want to 
have complete particulars. 


We invite you to discuss Bax- 
ter's Service Agreement Plan with 
the sales representative who calls 
upon you, or direct with us by 
mail. 
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Every Hospital Should Know About 
The Baxter Service Agreement 
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Write and tell us the approxi- 
mate annual consumption of in- 
travenous solutions within your 
hospital, and we'll provide you 
with complete information about 
this money-saving, time-saving 
and work-saving Baxter plan. 


BAXTER LABORATORIES, Inc. 
GLENDALE, CALIF. @ GLENVIEW. ILL. 
COLLEGE POINT, N. Y. 


WHEREVER YOU ARE THERE IS A COMPLETE 
WAREHOUSE STOCK NEAR YOU 














Baxter's Dextrose and Sa- Distributed East of the Rockies by 
line Solutions Are Ac- 
cepted by the Council AMERICAN HOSPITAL 
on armac em- 
istry of the American SUPPLY CORPORATION 
Medical Association Merchendise Mart 315 Fourth Ave. 
CHICAGO NEW YORK 
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not fail to be of great value as a reference work 
to those especially interested in urological nursing. 
With the present crowded condition of the nurs- 
ing curriculum it is questionable if the subject can 
be given as much time as the subject matter of this 
text deserves. 


A general lack of appreciation of the scope of 
urology and of its treatment possibilities has too 
often relegated it to a minor place in the training 
of the nurse. The authors’ insistence on the non- 
operative methods of treatment and on the impor- 
tance of both pre and post-operating nursing, as 
well as the accuracy. and effectiveness of skilled 
urological nursing should do much to gain this 
subject more consideration in the curriculum. 


Both operative and non-operative procedures as 
well as the instrumentation of urological care are 
well illustrated. 


‘ 


From the “cutting for the stone” of the ancients 
to the highly scientific methods of modern urology 
is long haul and nursing educators should welcome 
this valuable addition to their teaching resources. 

sienaiiiandaetonts 
PHARMACOLOGY, MATERIA MEDICA AND THERAPEU- 

tics. 2nd Edition. By Charles Solomon, M.D. 

J. B. Lippincott Company, Philadelphia. 1936. 

$3.00. 


The outline form which the author has chosen 
for the text matter of this book permits greater 
precision of statement and completeness than would 
be possible had the author chosen the easier read- 
ing narrative form. Likewise the groupings pos- 
sible give the student a much clearer conception of 
the interrelations of the different drugs in the va- 
rious groups. 


The illustrations of the physiologic channels of 
action of the various groups are particularly well 
chosen to give the student a clear grasp of what 
may be expected from the use of the drug in ques- 
tion. These points are translated into clinical in- 
terpretations by the well arranged “Pharmacody- 
namics” resumé used in connection with each group 
of drugs. 


The chapters on Biologic Products, on Substances 
affecting Metatolism on Organotherapy, on Phy- 
siotherapy and on Emergencies complete a_ well 
rounded coverage of all therapeutic methods. 


The text has been revised to meet the require- 
ements of the 1936 U. S. Pharmacopeia and its twin 
National Formulary and it should remain a stand- 
ard text until new revisions of the Pharmacopeia 
put it out of date. 


The bibliography and suggested laboratory exer- 


cises in practical pharmacology will be much ap- 
preciated by teachers and the index by symptoms 
and diseases will be a welcome aid both for student 
and for working nurse. 
ants Sbcileiaiuadaie 
EssENTIALS OF PEDIATRICS FOR Nurses. 2nd Edi- 
tin. By Philip C. Jeans, A.B.M.D., and Wini- 
fred Rand. J. B. Lippincott Company, Phila- 
delphia. $3.00. 


The early chapters of this book are devoted to 
the general hygiene of the infant and with the 
adaptations necessary to fit conventional adult pro- 
cedures to their use for infants, should give the 
nurse a good orientation for her later study of 
their clinical application. 


The arrangement of the diseases according to 
the physiologic function or system involved will 
be of much help in the presentation of the subject 
matter. The text goes rather more fully into the 
clinical manifestations of the different diseases not 
to make the nurse a diagnostician but to the end 
that a more intelligent grasp of the disease as an 
entity will be of assistance to her understanding 
of the procedures required and improved judg- 
ment in their application. 


The book is well illustrated, particularly in the 
chapters dealing with special procedures and should 
prove a valuable addition to the student’s library. 

shisha 
OxssTETRIC MANAGEMENT AND Nursinc. By Henry 
L. Woodward, M.D., and Bernice Gardner, R.N. 
F. A. Davis Company, Philadelphia. 1936. $3.25. 


The hand of the teaching nurse is self-evident 
in this text. Each chapter is preceded by a glos- 
sary of the new words to be found in the chapter 
and is ended with a summary and a list of refer- 
ences for collateral reading and a set of questions 
for review of the content of the chapter. 


Conception, prenatal care and the general hy- 
giene of pregnancy are well discussed and the en- 
tire book is well illustrated, especially those por- 
tions having to do with the mechanics and compli- 
cations of parturition and the nursing procedures 
for both mother and baby. 


In addition to the standard text matter includ- 
ing care of the premature infant, there are chap- 
ters on the diseases and abnormalities of the new 
born and on home delivery. 


The text matter is in narrative form, well suited 
to a progressing subject and well presented to give 
the student a living picture of the progress and 
management of pregnancy, parturition and puer- 
perium and their complications. 
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Hoap ital Gan ment Catalog 


The new Marvin-Neitzel Hospital Garment Catalog is ready for you. 100 different 
garments for your patients and personnel (from doctor to janitor) have been photographed to 
accurately picture the style and construction of each garment. Binders, bedding and other use- 


ful articles made from cloth are included. Detailed specifications and up-to-date prices are 


provided 
You should have a copy of this guide book to clothing purchases in your files. If one 


has not reached your desk fill in the coupon below and we shall mail your copy promptly. 


Student and Graduate Nursing Uniforms will appear in another booklet to be issued at a later date. 





Send a copy of your new catalog to: 








Hospital Address 


MARVIN- NEITZEL CORPORATION 


“Everything from Cloth for the Hospital and School of Nursing’’ 


TROY SINCE 1845 NEW YORK 
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The Eight-Hour Day for Graduate Nurses 


PETER D. WARD, M.D. 
Superintendent, Charles T. Miller Hospital, St. Paul, Minnesota 


E’ 0. THE INFORMATION AVAILABLE to me 
the graduate staff, including general duty nurses, in 
the majority of the hospitals with accredited train- 
ing schools, have adopted or are considering the 
adoption of the eight-hour day. In one city rep- 
resentatives of the county medical society, the hos- 
pital council, and the district nurses’ association met 
jointly to approve and adopt the shorter day. Their 
action was later endorsed by the hospital council of 
that city. In other communities no such official action 
of the above mentioned groups was taken ; however, 
the eight-hour day for special duty nurses was put 
into effect; the hospitals agreed to the arrangement 
and helped to carry it out. Personally, I am very 
much in favor of. the eight-hour day, not only for 
nurses, but for all hospital personnel. My observa- 
tions relative to the shorter hours of duty are quite 
similar to those obtained on interviewing numerous 
persons interested in nursing; i.e., doctors, nurses in 
the various phases of the profession, and hospital 
executives. 


I shall cite here briefly some of the reasons for 
sponsoring the eight-hour day: 


Long hours of work eventually cause physical, 
mental and emotional fatigue; lowered resistance of 
the over-worked nurse makes her more susceptible 
to disease, and may be responsible for causing care- 
lessness in technical procedures. Thus, shorter hours 
mean more opportunity for rest, cultural develop- 
ment and recreation for the nurse, who may then 
live a more normal life; she has less cause for illness, 
her professional status is improved, she is a more 
satisfied worker, her service to the patient is greatly 
improved, and as a result she raises the standards of 
nursing care. 


The adoption of the eight-hour day means less 
unemployment for the nurse, and a more equable 
distribution of case loads. It is the ideal for which 
we strive and hope to maintain, but in so doing we 
must not lose sight of the fact that the hospital bud- 
get and the hours of work are closely related. That 
being the case, there are many pertinent factors in- 


Presented at the Convention of my American Hospital 
Association, Cleveland, October 1, 19% 
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volved in the adoption of the shorter hours of duty. 
Clear thinking and precautionary measures must ac- 
company this move, as circumstances may change 
our good intentions and best laid plans. Further- 
more, a profession should not be anchored to stipu- 
lated hours of duty, but should be sufficiently re- 
spondent to meet the needs at hand. 


Many hospitals have experienced a very substan- 
tial increase in payrolls during the past few years. 
To present an outstanding example of this condi- 
tion a particular voluntary hospital in one of our 
Minnesota cities experienced a seventy per cent in- 
crease in its nursing payroll for the past year, while 
the increase for all its other departments was nine 
per cent. It is to be appreciated that an increase in 
the number of patient days care (in this particular 
case, twenty-two per cent), affects the nursing staff 
more directly than the other departments. It is in- 
teresting to note that in this hospital the student days 
nursing care has decreased forty per cent during 
the past year, while the graduate staff days nursing 
care has increased ninety-six per cent. This is an 
experience many other hospitals in our state have 
encountered during the past several years. 


Today the doctor also enters this picture. He ex- 
pects more service of the nursing personnel. Nurses 
are now more carefully trained to care for patients 
and to carry out doctors’ orders, and nursing pro- 
cedures have increased in number and complexity, 
not only because of the progress of medical science 
and the added facilities for diagnosis and treatment, 
but also because many duties formerly performed by 
the doctor and intern, and classified as medical care, 
are now delegated to the nurse and termed nursing 
care. Jor example, blood pressures, intravenous 
therapy, diathermy, and many other procedures. 


The hospital’s increased occupancy, additional 
duties, and increasing demands of patients and doc- 
tors, the replacement of the student body by grad- 
uate nurses and nursing aides, as well as the shorter 
hours of duty, are the factors responsible for the 
increased nursing budget. 


Referring to the earlier papers on this subject, I 
have also been asked to comment on the question, 
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“Are these standards which can be applied in only 
a few hospitals and in certain sections?” Sincerely, 
I believe they are standards which are not applicable 
to all hospitals. For instance, I know there are volun- 
tary hospitals in the cities of our state that cannot 
afford to adopt this type of nursing care, the reason 
being there is not sufficient revenue from patients or 
other sources to support this standard of care. 


Furthermore, the patients and doctors who patronize“ 


these hospitals are not aware of nor have they ex- 
perienced this type of nursing care. Particularly is 
this true in our rural districts, but it exists as well 
in our urban and metropolitan centers. On the other 
hand, these hospitals are just as necessary, and pos- 
sibly more so, to the welfare of their communities 
as the one in more favorable circumstances, finan- 
cially speaking, because of a larger private patient 
clientele. The revenue from these private patients 
who demand higher priced accommodations and many 
other extra services, because of their financial status, 
is greater, and as a result this one hospital previously 
mentioned can establish this standard of nursing 
care. However, we must bear in mind that primarily 
it is the community’s need rather than the ability of 
the patient to pay that should be the factor in de- 
termining the type of nursing care; and for this rea- 
son it does not appear feasible to set standards alike 
for all hospitals in respect to their nursing care of 
patients. 


Hospital boards and executives all over the coun- 
try have the gravest concern as to the future of nurs- 
ing. A fear well founded and which many hospitals 
are now experiencing, is the shortage of nurses, both 
students and graduates. For several years we have 
watched a constant decline in the number of nurses 
graduating. Nursing schools have eliminated classes ; 
schools have been discontinued until today there are 
fewer schools in the country; for example, in Min- 
nesota sixty per cent of the accredited nurses’ train- 
ing schools have been closed during the past six 
years. This, accompanied by the smaller enrollment 
in the remaining schools, resulted in a sixty-five per 
cent reduction of the student body. 


Apropos of this, a hospital authority comments, 
“The most serious shortage of competent graduate 
nurses which the country has experienced now con- 
fronts us.” 


It appears to me that at the present time with 


this evident shortage of nurses in the country, and: 


this ever increasing demand for more skill, with ad- 
ditional duties for the nurse to perform, replacement 
of student nurses by graduates and nursing aides, 
and with shorter hours of work, every effort should 
be made to maintain many of the schools in our 
smaller communities ; and to encourage and make it 
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possible for young women to enter the nursing pro- 
fession, instead of advocating many of the present 
trends in nursing education, forward looking as they 
may be, such as the establishment of the five-year 
course for all student nurses in all schools, rather 
than for only those students who show ability to as- 
sume administrative and teaching positions. It is 
my firm conviction that higher education cannot be 
indiscriminately handed out—not even to student 
nurses. 


The university hospitals and hospitals affiliated 
with universities will probably never attract large 
numbers of students in the sense that non-university 
nursing schools do, because at best only a small per- 
centage of families can afford to give their young 
women college educations. Whether or not the col- 
lege graduate or woman educated beyond the con- 
fines of her work will be content to do bedside nurs- 
ing is a question worthy of serious consideration. 


We often wonder if there is actual need for this 
proposed higher education for nurses or if it is 
brought about by general agitation in the educational 
field. 


It is probably not amiss here to divert for a 
moment to say there are hospital boards and super- 
intendents who are not exempt from reproach in re- 
gard to unfavorable working conditions for nurses, 
long hours of duty, low salary scale, and other prac- 
tices, such as using students as special nurses for 
private patients at additional cost to the patient. 
Such conditions require our attention, in lieu of 
which one could suggest that members of the nurs- 
ing and medical professions and hospital administra- 
tion jointly consider such conditions, and attempt 
to solve the problems involved in maintaining a 
proper balance between the supply and demand for 
graduate nurses, the hours of duty, and a fair salary 
scale. I sincerely believe the majority of us who 
think clearly and are in sympathy with the problems 
of nursing are not desirous of exploiting our student 
or graduate nurses. We are anxious to adequately 
train our students and just as anxious to adopt the 
shorter hours of duty and make it possible for our 
graduate staff to be reasonably compensated for 
their services. 


Summary 


The eight-hour day is the goal to be attained. 
Definite reasons for its adoption: 


Better nursing care 


Increased standards of nursing 


1 
2 
3. Less unemployment among nurses 
4 


Benefits to the nurse herself, et cetera 
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LUNDY SYRINGE AND NEEDLES 


REGIONAL AND SPINAL ANESTHESIA 
® PRACTICAL 


FOR LOCAL, 
© DEPENDABLE 


© EFFICIENT 





The syringe has a capacity of 10 cc. and is provided with 
a ground glass barrel of heat resisting glass which will 
withstand erosion caused by sterilization or medication. 
The plunger is made of non-corrosive metal accurately 
fitted to the glass barrel and reduces friction to a minimum. 
It has an eccentric tip and is provided with a bayonet lock 
attachment which fastens the needle securely and prevents 
the jumping off of the needle at a critical moment. 


The open ring construction permits the easy withdrawal of 
the fingers, the central or thumb ring is provided with a 
metal disc to permit extra pressure to be applied by the 
palm of the hand. 


The needles are of excellent quality of flexible stainless 
steel small in calibre and of various lengths to suit the 
different anesthesia procedures. Each of the needles is 
provided with a metal protector. 


PRICES: 
$6.50 each 
$1.50 each 
$2.50 each 


Lundy Syringe, 10 cc. 

Lundy Fascia Needle 

Lundy Spinal Needle, 20G, 
McCuskey spinal needle, 20G, 312” 
Caudal needle, 18G, 3” $2.00 each 


$2.50 each 











Caudal needle, 18G, $2.50 each 
Rochester-Meeker, Wheal, Needle 24G, %".$0.75 ea. 
Rochester-Meeker, Wheal, Needle 22G, 2” .$0.85 ea. 
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V-MUELLER & CO. 





RegieotaeDieeher, needle 21G, 3” $1.00 each 
hester-Meel dle 19G, 4” $1.00 each 
19G, 4%” $1.25 each 





Rasheaat Mack al 





SURGEONS’ 


INSTRUMENTS \Ot335°7 HOSPITAL SUPPLIES & EQUIPMENT 
OGDEN AVE ~ VAN BUREN end HONORE STREETS 


CHICAGO, ILL. 

















ACTUAL EXPERIENCES OF AN AMERICAN LAUNDRY ADVISOR 





“IT'S EVIDENT THAT OUR LINEN AND LAUNDRY 
DEPARTMENT COSTS ARE EXCESSIVE”. 
ie 


“| MOVE THAT AN AMERICAN 
LAUNDRY ADVISOR BE CALLED IN” 


D ke “ “on 

L we Ry i (=4 
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“AND THE SEPARATE DEPARTMENT FOR STAFF AND 
PATIENT'S PERSONAL LINENS WILL NOT INCREASE YOUR 
“® PRESENT TOTAL LAUNDRY 

FLOOR SPACE". 














“MY SURVEY IS COMPLETED. | AM READY TO 
PRESENT MY RECOMMENDATIONS TO THE 
BOARD" 











“AS A RESULT OF THE MODERNIZATION, OUR LINEN 
REQUIREMENTS AND LAUNDRY DEPARTMENT COSTS ARE 
NOW WELL WITHIN THE BUDGET ALLOWANCE". 


THE AMERICAN LAUNDRY MACHINERY CO., SECTION AVE., NORWOOD, 0. “Ask FoR AN AMERICAN LAUNDRY user” 
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Pertinent measures to be considered: 


1. The eight-hour day adds to a situation al- 
ready grave; i.e., a shortage of graduate 
nurses 


Increased hospital budgets 


3. Inability of patients to pay additional cost 
of nursing care 


4. Adequate education of the nurse 


Are these standards which can be applied in only 
a few hospitals and in certain sections? 


1. Not feasible to adopt like standards for all 
hospitals 


Some hospitals can, and others cannot afford 
same type of nursing care 


In all instances the type of nursing care 


should be based on the communities’ needs 
rather than the patients’ ability to pay 


Suggested aids to remedy the situation: 
1. Advocate measures to increase student body 


2. Advocate higher education for those nurses 
with the ability to assume executive posi- 
tions 


. Advocate combined action of nursing and 
medical professions and hospital administra- 
tors to eliminate abuses and consider bal- 
ance of supply and demand for nurses and 
aid communities in adopting the eight-hour 
day for graduate nurses with a fair salary 
scale 


We have a common problem; let us work together 
in solving it. 








Applications Received for Personal 
Membership 


Connecticut 


Moore, Clifford D., M.D., supt., Fairfield State 
Hospital, Newtown 


District of Columbia 


Walson, Lieut. Col., C.M., M.D., asst. to surg.-gen., 
Hospital sub-division, War Department, Washing- 
ton 


Georgia 
Coleman, Warren A., owner, Coleman Sanatorium, 
Eastman 
Huggins, Robert S., asst. supt., Emory University 
Hospital, Emory University 
Lance, Frances, supt., Vidalia Hospital, Vidalia 


Illinois 
Keefer, Mrs. Mary W., med. soc. wrkr., University 
of Chicago Clinics, Chicago 
Phibbs, Harry C., ed., Hospital Topics and Buyer, 
Chicago 
lowa 


Connor, R. J., University Hospitals, lowa City 
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Pieper, Sophia, supt., Murphy Memorial Hospital, 
Red Oak 

Rose, Sister Mary, R.N., supt., Mercy Hospital, 
Iowa City 


Kitchen, Frances E., R.N., supt., Douglass Hospital, 
Kansas City 


Louisiana 
Ayo, J. J.. M.D., med. supt., East Louisiana State 
Hospital, Jackson 


Barker, H. O., M.D., med. supt., Baptist Hospital, 
Alexandria 


Boniface, Sister, Hotel Dieu, New Orleans 


Brendan, Sister Marie, St. Francis Sanitarium, 


Monroe 


Cenac, Ione I., R.N., supt., Legion Memorial Hos- 
pital, Crowley 


Daly, O. P., M.D., owner and supt., St. John Hos- 
pital, Lafayette 


Dauterive, H. J., M.D., owner and supt., Dauterive 
Hospital, New Iberia 
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‘‘Truly a Progressive 
Expanding Encyclopedia” 





HOSPITAL 
ABSTRACT | 
SERVICE | 


is a card index on 
vital hospital 
problems, of in- 
formation culled 
each month from 
more than one 
hundred technical 
and scientific 
journals. Each 
month the sub- 
scriber receives a 
series of abstract 
cards which give 
essential points of 
such current ar- 
ticles as are of 
practical value to 
the hospital ad- 


miniawehen: Write for complete details, and for a 


catalogue of our standardized forms 


PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison St. 


STANDARDIZED 


Chicago 










































































Baby 


3B i | N ” ay N Identification 


@ Whatever may be the preference of the hospital 
staff as to the location of the baby identification 
mark, DEKNATEL NAME-ON BEADS, “The original 
Baby Beads,” will serve. In daily practice in hos- 
pitals they are now used as 

—a NECKLACE 

—a WRISTLET 

—an ANKLET 
They also offer utility for 
several variations of the 
“double check” identifica- 
tion system. And always, 
they are the _ sealed-on 
*“*Made-in-America” name 
bearing identification. Write 
for sample, prices, etc. 


Originated and Developed by 


J. A. DEKNATEL & SON 


96-26 222nd St., Queens Village (L. I.), N. Y. 
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OSPITAL “business” is definitely better — 

self-evident to all of us who are engaged in 
the service of the sick. Authoritative compilers of 
facts and figures add encouraging breadth and 
scope to our individual impressions when we are 
told that some 8,000,000 patients will have been 
cared for during the year in the 7,000 hospitals and 
sanatoria in the United States and Possessions — 
with a current bed occupancy of 62% ... against 
a total of 1,000,000 beds. 


More hospital beds are being occupied today than 
in many a long meon; more patients receiving 
the vital benefits of hospitalization. More hospital 
supplies are needed, quicker service required, bet- 
ter quality merchandise and equipment demanded. 


In the important work of meeting these needs, 
Will Ross, Inc., offers an all-inclusive service that 
embraces “everything for the bed but the patient’; 
“everything for the hospital but food and drugs”. 
The needs of the small hospital receive the same 
respect and consideration as the largest . . . with 
exactly the same price advantages to all. 


WILL ROSS, Inc. 


WHOLESALE HOSPITAL SUPPLIES: Milwaukee, Wis. 





Ferry, Geo. L., supt., Eye, Ear, Nose and Throat 
Hospital, New Orleans 


Henrietta, Sister, R.N., supt., Our Lady of the Lake 
Sanitarium, Baton Rouge 


Phillips, S. J., M.D., supt., Central Louisiana State 
Hospital, Pineville 


Polycarp, Sister M., R.N., supt., St. Patrick’s Hos- 
pital, Lake Charles 


Sanderson, E. L., M.D., med. supt., Shreveport 
Charity Hospital, Shreveport 


Snelling, John G., M.D., pres., Louisiana Nurses’ 
Board of Examiners, New Orleans 


Massachusetts 


Amory, William, pres., Peter Bent Brigham Hos- 
pital, Boston 


Goodwin, Robert E., trustee, Emerson Hospital, 
Concord 


Marden, Edith, R.N., supt., Waltham Hospital, Wal- 
tham 


Plimpton, Herbert M., trustee, Norwood Hospital, 
Norwood 


Rueter, Ernest L., trustee, Faulkner Hospital, Bos- 
ton 
Michigan 
Rourke, Anthony J. J., M.D. junior intern, Univer- 
sity Hospital, Ann Arbor 


Sonntag, Joseph K., adm. off., University Hospital, 
Ann Arbor 
Minnesota 


Isackson, Harold W., chief clerk, Minnesota State 
Sanatorium, Ah-gwah-ching 


Missouri 
Evans, Bessie P., R.N., supvr., Kansas City General 
Hospital No. 2, Kansas City 


Procope, John L., supt., Peoples Hospital, St. Louis 
Robinson, Paul, supt., Neurological Hospital, Kan- 
sas City 
New Jersey 


Davis, Elizabeth C., asst. supt., Morristown Memo- 
rial Hospital, Morristown 


Emery, Verne M., med. rec. libr., Orange Memorial 
Hospital, Orange 


New York 


Harris, Louis H., M.D., in chg. O.P.D., Queens 
General Hospital, Jamaica, L. I. 


Morford, Herbert N., supt., Prospect Heights Hos- 
pital, Brooklyn 


Schapiro, Simon, comptroller, Jewish Hospital, 
Brooklyn 


Sipmeier, Theresa, dept. wrkr., Mary Immaculate 
Hospital, Jamaica, L. I. 


Ohio 


Armitage, Agnes, supt., Mary Rutan Hospital, 
Bellefontaine 


Fette, Anthony A., supt., Mechanical Dept., Cincin- 
nati General Hospital, Cincinnati 


Harding, Elizabeth, supt., Lakewood City Hospital, 
Lakewood 


Meister, Karl P., supt., Elyria Home for the Aged, 
Elyria 
Oklahoma 
Egan, Mrs. Pierina, R.N., supt., Wewoka Hospital, 
Wewoka 
Tennessee 


Ford, H. E., supt., Riverside Sanitarium and Hos- 
pital, Nashville 


Mauney, J. H., supt., Fort Sanders Hospital, Knox- 
ville 
Washington 


Adams, Henrietta M., nrsg. ed. dir., Harborview 
Hospital and University of Washington School 
of Nursing, Seattle 


Hibbard, Orvilla, R.N., supt., St. Luke’s General 
Hospital, Bellingham 


Slocum, Florence, R.N., supt., Shriners’ Hospital 
for Crippled Children, Spokane 


Canada 


Govan, James, hosp. arch., 515 Jarvis St., Toronto, 
Ont. 


Potts, Helen R., supt., Woodstock General Hospi- 
tal, Woodstock, Ont. 


Stalker, H. S., M.D., asst. supt., Vancouver General 
Hospital, Vancouver, B. C. 


Iran 


Bussdicker, R. D., M.D., asst. supt., American Hos- 
pital, Kermanshah 


Australia 


Starr, Kenneth W., M.D., med. supt., Newcastle 
Hospital, Newcastle, N.S.W. 
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VESTAL PROVIDES THE 
ULTIMATE. Septisol Dis- 
pensers, with their many 
exclusive features, are ap- 
proved by the American 
College of Surgeons. Sep- 
tisol Soap has won the ac- 
claim of hospitals and 
surgeons everywhere. 











BECAUSE — Septisol is more than a scrub-up soap —as it 
cleans, it lubricates and conditions the hands. Its smooth, 
creamy lather cleanses deeply and it leaves the hands re- 
freshed and enlivened, alert for the work ahead. No 
matter how often scrub-up is practiced by the surgeon 

during the day, his hands never become roughened, 

chafed, or irritated as a result, if Septisol is 

used. This last is the real difference in 

scrub-up soaps. 


= oS 


= : a OES cee : 
; = VESTAL CHEMICAL LABORATORIES, INC. 


NEW YORK ST. LOUIS 

















Hospital Executives— Your Students will 
Do you know that er | enjoy wearing 


NURSES Williams’ 
pete . pom : | | Standard 


secured through the ¢C 
8 


NURSE PLACEMENT 
NURSES’ UNIFORMS 


SERVICE? 

Write us immediately. INTERNES’ SUITS— 
Particular attention given to oe % GOWNS 
problems concerning the school P54 Send for Catalogue “‘H”’ 


of nursing faculty. 
NURSE PLACEMENT SERVICE - _ and pasar ene: 1876 


Room 513, 8 South Michigan Ave. . Member of the Hospital Exhibitors’ Ass’n 


Chicago, Illinois 246 South 11th Street Philadelphia, Pa. 
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RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
° number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 





CONSULTANTS 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





SUPERINTENDENT—Man desires position as superintend- 
ent. Thoroughly experienced in hospital work; twelve 
years present position. Address Box IA, HOSPITALS. 





HOSPITAL SUPERINTENDENT—Nurse, university gradu- 
ate with successful experience in hospital administration 
is available for position. Possesses good business abil- 
ity, is a thrifty manager, cooperates well, is resourceful 
and tactful. Box JB, HOSPITALS. 





BUYER—Experienced hospital buyer desires position. Would 
combine this with the keeping of stores and stores rec- 
ords. Box JC, HOSPITALS. 





HOSPITAL SUPERINTENDENT—R. N., available imme- 
diately; good business manager; excellent credentials. Ad- 
dress Box JD, HOSPITALS. 





MATRON—Graduate, registered nurse. two years’ college edu- 
eation, wide experience in hosnital work. Splendid refer- 
ences as to character and ability. Box JE, HOSPITALS. 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT—Layman. Protestant. Age 35. Edu- 
cation: 2 years college, 1 year business administration. 
Experience: 6 years business manager and assistant su- 
perintendent, western hospital. Open for appointment. 
Would be interested in small hospital. 


SUPERINTENDENT—Graduate nurse, college graduate. Ad- 
ministration courses, University of California and Insti- 
tute of Hospital Administrators, Chicago. Experience: 
6 years superintendent of nurses; 7 years superintendent, 
250-bed hospital. Has executive ability. Will consider 
100-bed hospital. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


DIETITIAN—B.S. degree; student dietetic course, large east- 
ern hospital; three years, therapeutic dietitian, 500-bed 
hospital; four years, administrative dietitian, 250-bed 
— No. 331, Medical Bureau, Pittsfield Building, 

cago. 


REGISTERED TECHNICIAN desires appointment; A.B. de- 
gree; 18 months’ training in laboratory technique, one of 
country’s leading clinics; five years, technician, office of 
prominent internist; three years, technician, university 
hospital. No. 332, Medical Bureau, Pittsfield Building, 
Chicago. 


POSITIONS WANTED 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


PATHOLOGIST—B.A., B.S., M.D., leading schools; three 
years splendid training in pathology; for past five years 
has been engaged in clinical practice, diagnostic roent- 
genology, x-ray and radium treatments as well as pathol- 
ogy; well prepared for cancer work. No. 333, Medical 
Bureau, Pittsfield Building, Chicago. 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTRESS OF NURSES—With educational qualifications 
and experience. 150-bed hospital, central states. 

ASSISTANT SUPERINTENDENT OF NURSES—300-bed 
general hospital, western states. Some teaching. De- 
sirable connection. 

INSTRUCTORS, THEORETICAL AND PRACTICAL 
TEACHING—Eastern, mid-western, southern, and west- 
ern states. 

SUPERVISORS, OBSTETRICAL. MEDICAL AND SURGI- 
CAL DEPARTMENTS, AND OPERATING ROOM—Loca- 
tion: Michigan, Ohio, Pennsylvania, New York, New 
England and western states. 

GENERAL DUTY—Graduate nurses. Recent graduates con- 
sidered. 8-hour duty. Salaries $60-$65-$75, maintenance, 
depending on location. 





Aznoe’s Central Registry 
30 North Michigan Avenue 
Chicago, Illinois , 


SUPERINTENDENT, able to deal with public, for small 
southern hospital. 

SUPERINTENDENT OF NURSES, registered New York, 
with college degree, for 200-bed hospital; salary up to 
$200, maintenance. 

SCIENCE INSTRUCTRESS for large Pacific Coast hospital; 
excellent opportunity. 

DIETITIAN, experienced, to take charge of ordering, plan- 
ning, for 500-bed Eastern hospital; large city. 

ANESTHETIST, preferably Catholic, experienced, for large 
Southern hospital; excellent location. 

HEAD NURSE, for Maternity Department, with executive 
and organizing ability; 350-bed Middlewestern hospital 
with active maternity service. 

OBSTETRICAL SUPERVISOR for 70-bed Florida hospital; 
salary open. 

PEDIATRIC SUPERVISOR, preferably some college train- 
ing; 100-bed Michigan hospital. 

OPERATING ROOM SUPERVISOR for 115-bed Southern 
hospital; salary open. 

NIGHT SUPERVISOR for excellent New York hospital; $100, 
maintenance. 

(Continued on page 142) 
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The Newly Improved Stickley 
DeLuxe OVERBED AND VANITY TABLE 











Combining Beauty—Strength—Utility 


Write for descriptive 
circular 


STICKLEY BROS. CORP. 


GRAND RAPIDS, MCH. 














What of your NURSING service? 
Is it as up-to-date as your 


buildings and equipment? 


The official magazine 


of the 
AMERICAN NURSES’ ASSOCIATION 


will help you to make it so. 


THERMOMETER 
OUTLASTS 


ORDINARY 
THERMOMETERS 


HEN you know the answer to that 

question, you will use nothing but 
Tempglass Thermometers. Then you 
will save money — and at the same 
time you will put into service as fine, 
accurate and dependable thermometers 
as money can buy. 


Tempglass Thermometers cost less to 
use, not because of lower price — you 
simply couldn't make a good thermome- 
ter like Tempglass at a so-called cheap” 
price—but because of an exclusive proc- 
ess of manufacturing which makes them 
tougher and stronger and enables them 
to ACTUALLY OUTLAST TWO ordinary 
thermometers . . . Figure thermometer 
costs by the year — not by the dozen. 
Cut thermometer costs with Tempglass. 


TEMPGLASS 


Prices: 
Per Dozen Per Gross 


No. 1 Standard Cylinder Bulb $6.50 $72.00 
No. 2 Snub Nose Bulb 6.50 72.00 
No. 3 Pear Bulb Rectal 6.50 72.00 





VELVET Stainless Steel NEEDLES 


Cannot rust, corrode nor 
tarnish. Razor sharp 
points. Fit all Luer type 
syringes. Each in cello- 
AMERICAN JOURNAL of NURSING Sep 
0 tect it. 12 of size to box. 

Prices from $1.25 to $2 


50 West 50th Street per dozen. EASY TO HANDLE 
NEW YORK CITY FAICHNEY INSTRUMENT CORP. 


WATERTOWN, NEW YORK 


* 
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POSITIONS OPEN—(Continued) 


POSITIONS OPEN—(Continued) 





Aznoe’s Central Registry 
30 North Michigan Avenue 
Chicago, Illinois 


NIGHT NURSE, recent graduate preferred, capable assum- 
ing responsibility; 25-bed western hospital; $80, mainte- 
nance, 

er OFFICE WORKER for 75-bed middlewestern hos- 
pital. 

GENERAL DUTY NURSES—(A) Tuberculosis hospital; $60, 
maintenance; full day off weekly; Middlewest. (B) For 
large Michigan hospital; $75, meals, laundry. (C)—Day, 
for small emergency hospital; California; $60, mainte- 
nance. (D) Two, for 100-bed Oregon hospital, ideally 
situated; salary open. (E) For small Idaho hospital; $60, 
full maintenance. (F) Interested in Pediatrics, for out- 
standing children’s hospital; West; $55, full maintenance. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


SUPERVISORS—(a) Experienced with new-borns; executive 
and organizing ability required; daily average of babies, 
60-80; 400-bed hospital; $115, maintenance. (b) For scar- 
let fever and tuberculosis work; graduate training and 
experience in communicable diseases or tuberculosis nurs- 
ing required; large municipal hospital; 40-hour week; 
salaries, $120 and $100, respectively; complete mainte- 
nance included. No. 320, Medical Bureau, Pittsfield 
Building, Chicago. 

DIRECTORS OF NURSES—(a) One of New York’s leading 
hospitals; woman with degree, under 45 preferred; mini- 
mum $200, maintenance. (b) University school which 
recently secured large endowment; degree and several 
years’ experience as assistant or director of nurses re- 
quired. No. 321, Medical Bureau, Pittsfield Building, Chi- 
cago. 

ANAESTHETISTS—(a) Large midwestern hospital; no other 
duties other than administering anaesthetics; $100, main- 
tenance. (b) Anaesthetist qualified as record librarian; 








Glass-Sealed 


for Your 
Protection 


Foot-long threads per- 
mit correct usage and 
convenient handling. 


The chemical tablet is hermetically sealed in 
glass. It cannot touch—thus cannot contami- 
nate your dressings. Insist upon genuine Diack 
Controls—the nation's choice for a quarter 
century. 


Samples sent to any 
Hospital without charge 


A. W. DIACK 


DETROIT, MICHIGAN 


large hospital; Texas. (c) Anaesthetist particularly well- 
qualified in surgery; office appointment; knowledge of 
Spanish desirable; New Mexico. (d) Anaesthetist-tech- 
nician; no x-ray duties; 200-bed hospital; midwest. No. 
322, Medical Bureau, Pittsfield Building, Chicago. 


INSTRUCTORS—(a) Fairly large school; southeast; imme- 
diately. (b) School of 45 students; Chicago area; imme- 
diately. (c) Science; hundred students; eastern metropo- 
lis; immediately. (d) Practical; large municipal hospital; 
immediately. (e) Small school; Florida; January. (f) 
Science; 400-bed hospital; midwest; February or next 
Eeaesnee. No. 328, Medical Bureau, Pittsfield Building, 

cago. 


SUPERVISORS—(a) Teaching; one of leading hospitals in 
California; degree desirable. (b) Obstetrical; department 
averages 800 births annually; 8-hour day; 6-day week; 
$135, including meals and laundry; university town. (c) 
Teaching supervisor in pediatrics; special training and 
experience in pediatrics required; department averages 35 
patients; preferably some knowledge of milk laboratory 
technique. (d) Assistant surgical and medical floor su- 
pervisor; university hospital; young women with some 
college training desirable; entrance salaries, $115, main- 
pm na No. 324, Medical Bureau, Pittsfield Building, 

cago, 


SUPERVISOR—Operating room; well equipped hospital 
owned and founded by well-known organization; gradu- 
ate training and considerable experience required; splen- 
did group of surgeons; $125, maintenance. No. 325, Medi- 
cal Bureau, Pittsfield Building, Chicago. 


NURSES—General duty; hospitals of various bed capacities; 
all sections of the country; four-year high graduate with 
approved training required. The Medical Bureau, Top 
Floor, Pittsfield Building, Chicago. 


ADMITTING OFFICER—Graduate nurse required; previous 
experience desirable; college training advantageous; large 
eastern hospital. No. 326, Medical Bureau, Pittsfield 
Building, Chicago. 

ADMINISTRA TOR—Young physician experienced in hospital 
adminis tion to take charge of private hospital aver- 
aging 150.-patients. No. 327, Medical Bureau, Pittsfield 
Building, Chicago. 

ADMINISTRATOR—Graduate nurse to take charge private 
hospital avéraging 110 patients; well qualified and effi- 
cient director of nurses -has responsibility of training 
school (45 students). No. 328, Medical Bureau, Pittsfield 
Building, Chicago. 

NURSE-SUPERINTENDENTS—Graduate nurses for follow- 
ing small hospital sunerintendencies: (a) Municipal hos- 
pital; Illinois. (b) New hospital; Carolinas; knowledge 
of x-ray and laboratory work advantageous but not re- 
quired; southern woman preferred. (c) Well-equipped 
industrial hospital; far western town. (d) Municipal 
hospital; no budget problems; graduate nurse staff; 
Michigan. (e) New hospital; suburb eastern city. (f) 
New hospital averaging sixty patients; separate nurse’s 
home (new) affording unusually attractive living con- 
ditions. No. 329, Medical Bureau, Pittsfield Building, 
Chicago. 

ADMINISTRATOR—Well qualified young man who has had 
six years’ experience as assistant superintendent of uni- 
versity hospital is available; B.S. degree, state university; 
four years’ experience in the business world before enter- 
ing hospital field. No. 334, Medical Bureau, Pittsfield 
Building, Chicago. 

DIRECTOR OF NURSES—A.B. and graduate nurse degrees, 
state university; M.A., Columbia; four years’ experience 
as instructor and six as director of nurses; considered 
one of most promising nursing executives among the 
younger women of the country. No. 335, Medical Bureau, 
Pittsfield Building, Chicago. 

ASSISTANT —Assistant superintendent of nurses: division 
of large teaching group; duties consist complete charge 
of school of affiliates; degree required; possibility of 
working into position of director of nurses; minimum en- 
trance salary. $140. maintenance. No. 330, Medical Bu- 
reau, Pittsfield Building, Chicago. 











NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


SUPERINTENDENT-—-(A) Male, 200-bed hospital near New 
York, exclusive residential section. Salary open. (B) 
Male, 130-bed hospital located in New Jersey within easy 
reach of New York City. Salary open. (C) Male, 75-bed 
hospital in a New England state within easy reach of 
New York City. Salary open. (D) Small hospital in the 
South, graduate nurse, some experience in anaesthesia, 
laboratory and x-ray work. Salary open. 

SUPERINTENDENT OF NURSES—Small hospital in Texas, 
some college work. Salary $110-110 and maintenance. 

Many openings for Supervisors in Operating Room and Ob- 
stetrics. 

WE DO NOT CHARGE A REGISTRATION FEE. 


Se i aS TN SRE ae 
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Coffee Merchants 
for Over 50 Years 


HE EVER IN- 
CREASING 
DEMAND for Sher- 
man Blend Cof- 
fee proves that 


Sexton Specials offer outstand- 

ing values in foods prepared ex- 

clusively for those who feed 
many people each day. 


the experienced 
buyer appreci- 
ates quality and value more than 
mystifying formulas or exaggerated 
statements of merit. Sherman Blend 
Coffee contains rich Maracaibos, 
winey Bogotas, selected Mexicans, 
combined with a perfect Santos. It 
combines the best qualities of the 
world’s finest. coffees in a blend 
which brews a rich liquor full of 
flavor and stimulating in its full bod- 
ied strength. It is coffee so good that 
I am proud to lend it my name and 
give it my unqualified endorsement. 


SHERMAN J. SEXTON, 


President. 


“SEXTON ® — 


BROOKLYN 


JGHN 


CHICAGO 
© J. & 8. Co., November, 1936 


November, 1936 





WOCHER’S ‘‘TITAN’’ UNIT 


AIR and SUCTION 


The lowest priced perfected rotary pump unit ever offered. 
Produces at 25 to 30 pounds or more pressure and 
suction at 20 inches. May be used for spraying, ether 
anesthesia, tonsil suction, removal of fluids, etc. Rotary 
Pump is quiet and efficient. Motor is a 1/6 H. P. West- 
inghouse, rubber cushioned. Outfit is complete as illus- 
trated with all tubing, switch, atomizer, pressure relief 
valve. 110-Volt, < C. Weighs 32 pounds. 

Size of base, 81 in. 

BH40. Titan Unit 

BH41l. Air Filter for above.............seeeeeeeteees 


ACCESSORY UNIT 


Ether vapor and suction bottles complete with suction 

tube, _mouth ether tube and connecting rubber tubing. 
don h hardwood base. For 

use with “Titan” and other pumps. $12 00 

BH42. Accessory Bottle Unit, as illustrated. s 





‘‘BUTLER’’ 


DISH TRUCK 
FOR SOILED DISHES 


A sturdy, all-welded 
truck with two wood, 
removable trays. Saves 
time, steps and money. 
Prevents breakage of 
china. Now offered at 
an unprecedented low 
price. Complete with 
two wood trays. 


$28.50 


WOCHER’S 


“KICK” BUCKET 


@12 qt. Porcelain En- 
ameled Bucket 

@ Heavy Rubber 
Bumper 

@ All welded construc- 
tion 


$6.50 








IOCHER’S 


THE MAX WOCHER & SON CO. 
MONT B. REID TABLES 


29-31 W. 6th, Cincinnati 


RIES LEWIS LIGHTS 











: RED CROSS 


“ZO” ADHESIVE ~ 


PLASTER 








“ZO” Hospital Rolle are readily re- 
placed, and are kept in good condition 
in the dust-proof Protective Holder. 


HOSPITAL 
DIVISION 





NEW BRUNSWICK, N. J. CHICAGO, ALL. 





HE American Hospital Association through 


its Council and Committees is constantly 
working on problems in the hospital world 
which sooner or later have a direct influence upon 
the products which manufacturers and dealers 


are selling to hospitals. 


The studies of our committees, their results and 
recommendations, as well as the special work of 
individuals engaged in the different departments 
of hospital service are published in HOSPITALS. 
This material is of increasing importance to you 
and of major importance to manufacturers of 
equipment and supplies which hospitals use. It is 
of special interest to the advertisers who make 


your magazine of value to you. 


When you correspond with our advertisers, refer 
to HOSPITALS. You will be doing a real service 
for your publication. Our advertisers merit your 
patronage not so much as an appreciation of their 
support of the American Hospital Association, but 
as an evidence of your interest in good merchan- 


dise. 


Seana iy dhe 








T’S easy to understand why manufacturing schedules on the Maximar are hard pressed by the 
demand. Originally announced as the apparatus which solves the therapy equipment problem 
for many x-ray laboratories, subsequent experience proves this to be true. 

Some institutions had postponed indefinitely the installation of therapy equipment, because of 
lack of space, or insufficient funds, or‘both. But with the advent of the Maximar these difficulties 

ere immediately surmounted. They now enjoy the advantages of the Maximar’s unusually high 
operating efficiency, with a nominal investment that presented no serious financial, problem. 

The Maximar is.a complete and self-contained shockproof therapy unit, with its entire high 
voltage system and newly-designed Coolidge x-ray tube immersed in oil and sealed within a single 
container. One small room will accommodate it, and serves also as the treatment room. 

A new high in r units delivered per milliampere of tube current is the reason for the practical 


efficiency of this compact, moderately-priced unit. 


Write for the Maximar catalog which describes this radically new development. 


GENERAL ELECTRIC X-RAY CORPORATION 


2012 JACKSON BOULEVARD CHICAGO, @#20OINOTS 
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